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ABSTRACT
T h e  p u r p o s e  of t h e  s t u d y  w a s  to i n v e s t i g a t e  
differences in mother-child interaction, child personality 
and family characteristics between adolescents who were 
c o p i n g  w i t h  c h r o n i c  b e n i g n  i n t r a c t a b l e  p a i n  and 
adolescents who were.not.
Adolescents were referred following thorough medical 
investigation. Participants were matched on age, sex and 
location of pain and differed on whether or not they were 
a t t e n d i n g  school. An e x e r c i s e  task, used to g e n e r a t e  
m o t h e r - c h i l d  i n t e r a c t i o n ,  was scored us i n g  a r e s p o n s e  
cl a s s  matrix. Ch i l d  p e r s o n a l i t y  w as m e a s u r e d  us i n g  the 
P e r s o n a l i t y  I n v e n t o r y  f o r  C h i l d r e n  a n d  f a m i l y  
characteristics were assessed with the Family Adaptability 
and Cohesion Evaluation Scale. A pain diary was completed 
by each' adolescent for one week.
There were no significant differences between the two 
groups in the amount and intensity of pain reported during 
the week that the d i a r i e s  w e r e  kept. Both g r o u p s  had 
s u f f e r e d  from the pain for a s i m i l a r  l e n g t h  of time. In 
addition, there w e r e  no s t a t i s t i c a l  d i f f e r e n c e s  b e t w e e n  
the two g r o u p s  on the p e r s o n a l i t y  or f a m i l y  m e a s u r e s .  
H o w e v e r ,  d u r i n g  the i n t e r a c t i o n  task, th e r e  w e r e  clear 
behavioural differences in the behaviour of both mothers 
and a d o l e s c e n t s  d e p e n d i n g  on w h e t h e r  the a d o l e s c e n t  w a s  
coping.. Non-copers expressed more pain, engaged in more
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
negative b e haviour and were on-task less than the copers. 
Mothers of non-copers were found to exhibit more of all of 
the observed b e h a v i o u r s  as c o m p a r e d  to the m o t hers of 
c o p e r s .  In a d d i t i o n ,  the m o t h e r s  of n o n - c o p e r s  
discou r a g e d  coping and on-task behaviour signi f i c a n t l y  
more often than the mothers of copers.
The r e s u l t s  s u g g e s t  a p i c t u r e  of a n o n - c o p i n g  
adolescent as one who is n o n - c o m p l i a n t , negative, and 
likely to give up and c o m p l a i n  of pain when placed in a 
p a i n -oriented situation. In addition, the m o t h e r  of a 
non-cbping adolescent is likely to overprotect the child 
and intrude m o r e  wit h  any type o f behav i our that is 
exhibited.
Although the results do not. d e m o n s t r a t e  a causal 
relationship between parent-child interaction and coping, 
the f i n d i n g s  lend g e n e r a l  s u p p o r t  to the o p e r a n t  
conditioning model of the development of pain behaviours. 
In addition, Minuchin's model of o v e r i n v o l v e m e n t  and 
overprotection within the families of non-coping chronic 
pain patients was partially supported, as these were found 
to be m a t e r n a l  c h a r a c t e r i s t i c s  in p a i n - o r i e n t e d  
situations. However, the non-coping adolescents did not. 
perceive these to be c h a r a c t e r i s t i c s  of their family.
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CHAPTER 1 
INTRODUCTION
Pain is a c o m p l e x  p h e n o m e n o n .  M e l z a c k  and Wall 
(1983) differentiate between three distinct types of pain. 
One type, referred to as transient pain, is of relatively 
brief d u r a t i o n  and has little c onseq u e n c e .  For example, 
transient pain would typically result from a stubbed toe 
or the prick of a needle. Ac u t e  pain, an intense pain of 
longer duration, is u s u a l l y  the r esult of tissue d a m a g e  
and s t i m u l a t e s  c h a n g e s  in the a u t o n o m i c  n e r v o u s  system. 
P a t i e n t s  w i t h  acute pain g e n e r a l l y  e x p e r i e n c e  a n x i e t y  
related to the meaning and severity of the pain, however, 
medical intervention usually alleviates the pain and the 
p a t i e n t  recovers. A third type of pain, c h r o n i c  pain, is 
medically distinct from acute pain in that it persists in 
spite of all h e a ling a t t e m p t s  (Bonica, 1974). In the 
l iterature, c h r o n i c  pain has been d e f i n e d  as pain w h i c h  
has a m i n i m u m  duration of 3 months. Physiological models 
w h i c h  e m p h a s i z e  the i d e n t i f i c a t i o n  a nd s u b s e q u e n t  
t r e a t m e n t  of the u n d e r l y i n g  p h y s i c a l  c a u s e  of pain are 
n o r m a l l y  e f f e c t i v e  for acute pain but are f r e q u e n t l y  
ineffective for patients with chronic pain. Chronic pain 
patients quickly become frustrated in their search for an 
e f f e c t i v e  t r e a t m e n t  b e c a u s e  " d o c t o r s  a r e  in the 
u n f o r t u n a t e  p o s i t i o n  of not h a v i n g  m u c h  to o f f e r "  
( S t e r n b a c h ,  1974, p. 8). In a d d i t i o n ,  t h e r e  is t h e
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inhe r e n t  risk of a d d i c t i o n  to n a r c o t i c s  and repe a t e d 
u n s u c c e s s f u l  surgery. M e l z a c k  and W a l l  (1983) c o n c l u d e  
that multiple physical and psychological causes interact 
to c a u s e  c h r o n i c  p a i n  s t a t e s .  As t r a d i t i o n a l  
physiological interventions have proved to be relatively 
i n e f f e c t i v e  in the a l l e v i a t i o n  of c h r o n i c  pain, m a n y  
clinicians have turned to psychology for assistance in the 
treatment of chronic pain.
An e s t i m a t e d  86 m i l l i o n  p e o p l e  in the U n ited States 
suffer from some form of chronic pain (Bonica, 1980). The 
cost of c h r o n i c  pain to the A m e r i c a n  s o c i e t y  has been 
estimated at 40 billion dollars annually by the National 
I n s t i t u t e  of H e a l t h  (Aronoff, Evans, & Enders, 1983). In 
s p i t e  of n u m e r o u s  e t i o l o g i e s  w h i c h  h a v e  be e n  a s s o c i a t e d  
w i t h  c h r o n i c  pain, m a n y  hav e  n o t e d  the s i m i l a r i t y  of the 
personal, social and medical problems which confront these 
p a t i e n t s  (Turk, 1979; T urner & C h a p m a n ,  1982). T h e r e  is 
no doubt* t h a t  c h r o n i c  p a i n  p a t i e n t s  a r e  f a c e d  w i t h  
extensive adjustive demands. Turk (1979) comments on the 
extent of these demands :
All c h r o n i c  i l l n e s s e s  r e p r e s e n t  a s s a u l t s  on 
m u l t i p l e  areas of f u n c t i o n i n g ,  not just the body. 
P a t i e n t s  w i t h  v a r i o u s  c h r o n i c  i l l n e s s e s  m a y  face 
separation from family, friends, and other sources of 
gratification; loss of key roles; disruption of plans 
for the future; a s s a u l t  on s e l f - i m a g e s  and s e l f ­
e s t e e m ;  u n c e r t a i n  and u n p r e d i c t a b l e  f u t u r e s ;
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d i s t r e s s i n g  e m o t i o n s  such as anxiety, d epression, 
resentment and helplessness; as well as such illness- 
related factors as p e r m a n e n t  c h a n g e s  in physical 
appearance or in bodily functioning, (p. 291)
D e s p i t e  the p r o b l e m s  w h i c h  are c o m m o n  to chronic 
pain, s o m e  p a t i e n t s  do not a l l o w  their pain to int e r f e r e  
w i t h  t h e i r  e v e r y d a y  l i f e  and s u c c e e d  at m a k i n g  
s a t i s f a c t o r y  a d j u s t m e n t s .  ; These i n d i v i d u a l s  do not 
f r e q u e n t  the o f f i c e s  of h e a l t h  care p r o v i d e r s  to seek 
alternative treatments for their pain, although the pain 
that they e x p e r i e n c e  is a s s u m e d  to be no less severe. 
T h e r e  h a s  b e e n  s o m e  m e n t i o n  of t h e s e  p e o p l e  in t h e  
l i t e r a t u r e ,  ( S t e r n b a c h ,  1974; Tu r k ,  1979; T u r k ,  
M e i c h e n b a u m ,  & G e n e s t , 1983), but l ittle is k n o w n  about 
the factors w h i c h  m a y  i n f l u e n c e  their a d a p t i v e  process. 
An examination and comparison of both individuals who have 
been able to cope s u c c e s s f u l l y  w i t h  their pain and those 
making less satisfactory adjustments may help to clarify 
i m p o r t a n t  f a c t o r s  in the coping process. This spec i f i c  
issue is particularly important in the area of childhood 
chronic pain.
W i t h i n  the past two decades, the a m o u n t  of rese a r c h  
related to pain has increased substantially. However, the 
overwhelming majority of studies involving human subjects 
focus on a d u l t s  and there is a lack of s y s t e m a t i c  r e s e a r c h  
in the area of c h i l d h o o d  pain. In a l i t e r a t u r e  r e v i e w  
from 1970 to 1975, Eland and Anderson (1977) found a total 
of 1,380 a r t i c l e s  on pain, of w h i c h  a m e r e  33 w e r e  related
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to c h i l d h o o d  pain. The vast m a j o r i t y  of the 33 a r t i c l e s  
dealt with the diagnosis of specific diseases and provided 
m i n i m a l  i n f o r m a t i o n  on the n o n - m e d i c a l  a s s e s s m e n t  and 
t r e a t m e n t  of pain or b e h a v i o u r s  w h i c h  m a y  result from 
pain. Since 1975, there has been an i n c r e a s e  in the 
number of investigations related to pain in children, but 
t he a r e a  r e m a i n s  n e g l e c t e d  r e l a t i v e  to a d u l t  p a i n  
research.
There are t wo m a j o r  r e a s o n s  for i n c r e a s i n g  the 
c u r r e n t  k n o w l e d g e  a b o u t  c h i l d h o o d  and a d o l e s c e n t  pain 
p a t i e n t s  (Jeans, 1983). The first r e a s o n  is that our 
u n d e r s t a n d i n g  of a d u l t  p a i n  c u r r e n t l y  d i c t a t e s  the 
a s s e s s m e n t  and t r e a t m e n t  of children's pain. This m a y  
lead to i n a d e q u a t e  a s s e s s m e n t  and t r e a t m e n t  of pain in 
children, as the experience of pain appears to be related 
to d i f f e r e n t  s t a g e s  of c o g n i t i v e  d e v e l o p m e n t  ( B e a l e s , 
Holt, Keen, & M e l lor, 1982(a); B i b a c e  & Walsh, 1980; 
P e r r i n  & * G e r r i t y ,  1981). In other w o r d s ,  c h i l d r e n  in 
d i f f e r e n t  d e v e l o p m e n t a l  stages h a v e  b e e n  found to have 
different perceptions of pain and illness.
A second r e a s o n  for i n v e s t i g a t i n g  c h i l d h o o d  pai n  is 
that future research may enhance our current knowledge of 
the d e v e l o p m e n t  of c h r o n i c  pain in a d u l t h o o d .  Several 
r e s e a r c h e r s  h a v e  h y p o t h e s i z e d  that p a s t  e x p e r i e n c e  and 
e a r l y  l e a r n i n g  h a v e  a s i g n i f i c a n t  i m p a c t  on t he 
development of chronic pain (Apley, 1975; Melzack, 1973).
One g r o u p  of c h i l d r e n  who e x p e r i e n c e  c h r o n i c  pain
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e x p e r i e n c e  c h r o n i c ,  i n t r a c t a b l e ,  b e n i g n  (i.e., not 
malignant) pain w h i c h  is present mos t  of the time in 
various levels of i n tensity (Turk et al., 1983). These 
children have suffered from pain which does not respond to 
t r e a t m e n t  for a m i n i m u m  of three months. The pain 
e x p e r i e n c e d  b y  t h e s e  c h i l d r e n  m a y  a f f e c t  t h e i r  
p a r t i c i p a t i o n  in normal, e v e r y d a y  activities, such as 
going to school and p l a y i n g  wit h  peers. However, the 
e f f ects of this type of pain on the c h i l d r e n  themselves, 
as w e l l  as on t h e i r  f a m i l i e s ,  h a v e  n o t  b e e n  w e l l  
documented.
Thus, there appears to be a relative lack of research 
in three major areas related to chronic pain: 1) factors
discriminating between those individuals who successfully 
adapt to their pain and those individuals who do not; 2) 
childhood pain in general; and 3) the role of the family 
in the d e v e l o p m e n t  and p e r p e t u a t i o n  of n o n - c o p i n g  and 
coping behaviours exhibited by chronic pain patients. The 
p u r p o s e  of the p r e s e n t  study is to i n v e s t i g a t e  c h i l d r e n  
wi t h  chronic i n t r a c t a b l e  b enign pain in an a t t e m p t  to 
determine family interaction factors that are correlated 
with the a b i l i t y  to cope a d e q u a t e l y  wit h  c h r o n i c  pain as 
well as those factors related to the d e v e l o p m e n t  of n o n ­
coping behaviours. Specifically, the study will examine 
whether the mother-child interaction within the family of 
a child who is not coping adequately with his/her chronic 
pain is d i f f e r e n t  from that of a f a m i l y  in w h i c h  the child 
is coping adequately. In addition, child personality and
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family characteristics will be examined.
In order to p r o v i d e  the reader wi t h  the n e c e s s a r y  
b a c k g r o u n d  information, a n u m b e r  of r e l e v a n t  research 
areas will be reviewed. The following literature review 
begins with an overview of the methods which are currently 
available to assess pain in adults and children.
The Assessment of Pain in Adults 
The a s s e s s m e n t  of pain is c o m p l i c a t e d  by the fact 
that pain is primarily a phenomenological event. That is, 
it is v i r t u a l l y  i m p o s s i b l e  to k n o w  wh a t  s o m e o n e  else's 
p a i n  f e e l s  l i k e  b e c a u s e  p a i n  is an i n d i v i d u a l i z e d  
experience. Moreover, a person's report of his experience 
of pain m a y  be i n f l u e n c e d  by factors other than the 
s e n s o r y  input, such as his i n t e r p r e t a t i o n  of and m e a n i n g  
a t t r i b u t e d  to the pain (Beecher, 1959). However, a 
v a r i e t y  of d i f f e r e n t  m e t h o d s  have been d e v e l o p e d  in an 
a t t e m p t  to assess c l i n i c a l  pain. Four t e c h n i q u e s  w h i c h  
are currently available to assess adult clinical pain will 
be examined briefly.
In the clinical setting, m e a s u r e m e n t s  of pain have 
relied on verbal r e p orts and b e h a v i o u r a l  descriptions. 
O n e  m e t h o d  of p a i n  m e a s u r e m e n t ,  r e f e r r e d  to as an 
adjective scale, simply requires individuals to choose an 
adjective, such as mild, m o d e r a t e  or s evere w h i c h  best
6
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describes the intensity of their pain (Kremer, Atkinson, & 
Ignelzi, 1981).
Another m e t h o d , the Visual Analogue Scale involves a 
10 cm. s t r a i g h t  line w i t h  the ends l a b e l l e d  as e x t r e m e  
limits of pain experience. An individual is asked to draw 
a v e r t i c a l  line at the p o i n t  on the line w h i c h  d e s c r i b e s  
h i s / h e r  pain. The scale has been a c k n o w l e d g e d  as a 
reliable, sensitive measure of the intensity of clinical 
pain (Carlsson, 1983; Kremer et al., 1981). However, both 
the V isual A n a l o g u e  Scale and the a d j e c t i v e  scale are 
r e s t r i c t e d  to the u n i d i m e n s i o n a l  m e a s u r e  of p a i n  
intensity, and provide no information on other qualitative 
aspects of pain perception.
The McGill Pain Questionnaire has been found to be a 
h i g h l y  r e l i a b l e  and v a l i d  m u l t i d i m e n s i o n a l  m e a s u r e  of 
c l i n i c a l  p a i n  in a d u l t s  ( M e l z a c k ,  1 9 7 5 ) .  T h e  
questionnaire contains a list of adjectives which describe 
s e n s o r y  q u a l i t i e s  (e.g., throbbing, shooting, c r a m p i n g ) ,  
a f f e c t i v e  q u a l i t i e s  (e.g., s u f f o c a t i n g ,  t e r r i f y i n g ,  
tiring), and evaluative aspects (e.g., mild, distressing, 
excruciating) of pain. An ind i v i d u a l  is i n s t r u c t e d  to 
c h o o s e  the w o r d s  w h i c h  b e s t  d e s c r i b e  h i s  c u r r e n t  
e x p e r i e n c e  of the pain. The q u e s t i o n n a i r e  y i e l d s  t w o  
o v e r a l l  indices, a pain rating index and a p r e s e n t  pain 
i n t e n s i t y  measure. The q u e s t i o n n a i r e  is w i d e l y  used in 
clinical research with adult pain patients.
Recently, there has been an a t t e m p t  to m e a s u r e
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behaviours which are the result of pain, rather than pain 
itself. Keefe and Block (1982) developed an observational 
m e t h o d  to a s s e s s  p a i n  b e h a v i o u r s .  A s i g n i f i c a n t  
relationship was found between individual ratings of pain 
intensity and the observation of discrete behaviours, such 
as g r i m a c i n g ,  sighing, and g u a r d e d  m o v e m e n t ,  (r^=.71, 
.01). The study demonstrates the concurrent validity of 
observing everyday discrete behaviours to measure pain.
It should be noted that three of the four m e t h o d s  
a v a i l a b l e  to assess a d u l t  pain are p r i m a r i l y  v e r b a l  in 
nature. For this reason, the methods developed to assess 
p ain in adults have not a l w a y s  been a p p r o p r i a t e  for use in 
the assessment of childhood pain. As a result, different 
measures have recently been developed to measure childhood 
pain.
The Assessment of Pain in Children 
The a s s e s s m e n t  of c h i l d h o o d  pai n  is c o m p l i c a t e d  by 
children''s l i m i t e d  f a c i l i t y  w i t h  language. H o w e v e r ,  a 
number of verbal and nonverbal techniques, which will now 
be examined, have been developed.
The Visual Analogue Scale is a self-report technique 
which has been used successfully with children as young as 
5 y e a r s  of age (Beales, 1982; Scott, A n s e l 1, & H u s k isson, 
1977). The c o n c u r r e n t  v a l i d i t y  of this sc a l e  has been 
indicated in studies conducted by V a ir (1981) and Abu-Saad 
and Holzemer (1981) which revealed systematic changes in 
children's scores following surgery.
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A n o t h e r  s e l f - r e p o r t  t e c h n i q u e ,  t h e  p a i n  d i a r y ,  
r e q u i r e s  a child to record the i n t e n s i t y  of h i s / h e r  pain 
four ti m e s  a day, on a scale from 0 (no pain) to 5 (pain 
such that I can't do anything). In addition, the child is 
asked to record the following: other symptoms felt at the
time, such as nausea or dizziness; any m e d i c a t i o n  taken 
for the pain since the last recording; and possible causes 
for the d e g r e e  df the pain, such as f a t i g u e  or p h y s i c a l  
exertion. A n u m b e r  of m e a s u r e s  can be d e r i v e d  fr o m  the 
diaries, such as an index of overall pain intensity, peak 
i n t e n s i t y  and the n u m b e r  of pain free days. The pain 
d i a r y  has be e n  used s u c c e s s f u l l y  to m e a s u r e  h e a d a c h e s  
(Collins & Thompson, 1979). In addition, the inter-rater 
reliability of pain diaries was demonstrated in a recent 
study by Richardson, M c G r a t h ,  C u n n i n g h a m ,  and H u m p h r e y s  
(1983). This study r e v e a l e d  a high c o n c o r d a n c e  b e t w e e n  
parent and child diaries.
N o n v e r b a l  t e c h n i q u e s  hav e  also b e e n  d e v e l o p e d  to 
a s s e s s  pain. For e x a m p l e ,  S t e w a r t  (1977) d e v e l o p e d  a 
pain-colour scale which requires individuals to pick the 
c o l o u r  w h i c h  c o r r e s p o n d s  to the i n t e n s i t y  of their pain. 
Children were found to describe severe pain as being red. 
H o w e v e r ,  the p o t e n t i a l  u s e f u l n e s s  of this t e c h n i q u e  
depends upon the findings of future research.
A n o t h e r  n o n v e r b a l  a p p r o a c h  to c h i l d h o o d  p a i n  
a s s e s s m e n t  is the use of p r o j e c t i v e  techniques. Scott 
(1978) asked children between the ages of 4 and 10 to pick
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out the colour, t e x t u r e  (e.g., sandpaper, terrycloth) , 
s h a p e  (e.g., r o u n d ,  j a g g e d ) ,  p a t t e r n  (e.g., z i g - z a g ,  
sq u a r e  patterns), and q u a l i t y  (e.g., on, off) wh i c h  best 
d e s c r i b e d  c a r t o o n s  d e p i c t i n g  a child h i t ting his t h u m b  
with a hammer and receiving an injection. Although there 
w e r e  a f e w  s i g n i f i c a n t  r e s u l t s  in the s t u d y ,  S c o t t  
concluded that they could easily have occurred by chance.
H ester (1979) d e v e l o p e d  a m a t c h i n g  t e c h n i q u e  w h i c h  
equates the number of poker chips with the degree of pain. 
That is, 1 chip r e p r e s e n t e d  a l i ttle bit of hu r t  and 4 
ch i p s  r e p r e s e n t e d  the m o s t  hurt. In a s a m p l e  of 44 
c h i l d r e n  ranging in age f r o m  4 to 7 years, Hester found a 
significant correlation between the number of chips chosen 
and a c h i l d ’s v erbal r e s p o n s e  to injection, (^=.453, 
£<.002).
Barr (1983) notes that pain is also e x p r e s s e d  by 
nonverbal reactions, such as facial expression and degree 
of physical activity. However, the majority of techniques 
of pain m e a s u r e m e n t  in c h i l d r e n  assess the i n t e n s i t y  
an d / o r  the m e a n i n g  of pain. One recent st u d y  (McGrath, 
G o o d m a n ,  Johnson, S c h i l l i n g e r ,  Dunn & C h a p m a n ,  1984) 
d e s c r i b e s  t h e  d e v e l o p m e n t  a n d  v a l i d a t i o n  o f  an 
o b s e r v a t i o n a l  m e t h o d  of m e a s u r i n g  pain in the p o s t ­
operative setting. However, there has been no attempt to 
develop an observational method to assess pain behaviours 
in children with chronic pain similar to that developed by 
Keefe and Block (1982) for adults.
In conclusion, it has only been w i t h i n  the past
10
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d e c a d e  that p s y c h o l o g i s t s  h a v e  a t t e m p t e d  to d e v e l o p  
t e c h n i q u e s  to asse ss c h i l d h o o d  pain. Currently, the 
V i su al  A n a l o g u e  Scale and the pain d i a r y  are the two 
m e t h o d s  m o s t  f r e q u e n t l y  used in r es ea rc h  w i t h  c h i l d h o o d  
pain patients. However, additional research is needed to 
d e t e r m i n e  the r e l i a b i l i t y  and v a l i d i t y  of m a n y  of the 
recently developed techniques.
S t u d i e s  w h i c h  a ssess pain in c h r onic pain p a t i e n t s  
have revealed a number of psychosocial and family factors 
which are influential in the expression of pain. Prior to 
an e x a m i n a t i o n  of these studies, it s e e m s  i m p o r t a n t  to 
look at the more general developmental issue of children's 
understanding of illness and pain.
Children's Understanding of Pain and Illness 
The f i nd i n g s  of the six m a j o r  stu di es  w h i c h  h a v e  
investigated children's understanding of pain and illness 
will be reviewed.
Campbell (1975) interviewed 6 to 12-year-old children 
and their m o t h e r s  to i n v e s t i g a t e  their u n d e r s t a n d i n g  of 
illness. The results indicated a systematic developmental 
t r e n d .  Y o u n g  c h i l d r e n  d e f i n e d  i l l n e s s  in t e r m s  of 
f e e l i n g s  (e.g., "It feels bad."), w h i l e  older children, 
although not ignoring feelings, made reference to specific 
d i s e a s e s  and the e f f e c t s  of the illness on e v e r y d a y  
activities. With increasing age, children's definitions 
of illness w e r e  found to b e c o m e  m o r e  d i v e r s e  and to
11
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correspond more closely with that of a typical adult.
T w o  r ecent s t u d i e s  s u g g e s t  that the d e v e l o p m e n t a l  
progression in the understanding of illness is roughly in 
accordance wi th Piaget's stages of cognitive development 
(Bibace & Walsh, 1980; P errin & Gerrity, 1981). H e a l t h y  
school age children were interviewed in both studies. The 
m a j o r i t y  of c h i l d r e n  in Piaget's p r e - o p e r a t i o n a 1 stage 
t h o u g h t  that m a g i c a l  p h e n o m e n o n  a nd/or the b r e a k i n g  of 
rules c aused illness. D e f i n i t i o n s  g i v e n  by c h i l d r e n  of 
this age f r e q u e n t l y  i n c l u d e d  e x t e r n a l  signs of i l l ness 
(e.g., "You h a v e  to s t a y  in bed."), and r e c o v e r y  w a s  
e x p e c t e d  to occur a u t o m a t i c a l l y  by f o l l o w i n g  a set of 
rules for ill p e o p l e  (e.g., "You get b e t t e r  if you d r i n k  
chicken soup."). Concrete operational children understood 
t h a t  i l l n e s s  is c a u s e d  b y  g e r m s  b u t  h a d  a l i m i t e d  
u n d e r s t a n d i n g  of h o w  g e r m s  c a u s e  illness or the role of 
internal physiology in healing. It was not until 11 or 12 
y e a r s  of age that c h i l d r e n  u n d e r s t o o d  the c o m p l e x i t y  of 
i l l n e s s .  F or e x a m p l e ,  c h i l d r e n  of t h i s  a g e  c o u l d  
typically explain several interrelated causes of illness 
and d i s c u s s  h o w  the b o d y  r e s p o n d e d  d i f f e r e n t i a l l y  to a 
specific cause.
The development of the concept of pain has also been 
investigated. Jeans (1983) asked healthy children to draw 
a p i c t u r e  of pain and to d i s c u s s  their pain e x p e r i e n c e s  
a nd m e t h o d s  of c o p i n g .  Her r e s u l t s  i n d i c a t e d  t h a t  
c h i l d r e n  i n i t i a l l y  d e s c r i b e  pai n  as a p r e d o m i n a n t l y  
p h y s i c a l  c o n c e p t  and b e g i n  to i n c l u d e  p s y c h o l o g i c a l
12
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aspects, such as feelings of sadness, at approximately 11 
years of age. Coping s t r a t e g i e s  d e v e l o p e d  in a paral l e l  
fashion, with younger children using physical techniques 
(e.g., r u b b i n g ,  r e s t i n g ) ,  and o l d e r  c h i l d r e n  u s i n g  
psychological strategies (e.g., distraction).
C h i l d r e n  w h o  have had m o r e  e x p e r i e n c e  with pain 
appear to develop their understanding of illness and pain 
in a s i m i l a r  manner. • In a study of h o s p i t a l i z e d  9 to 12 
year-old children, younger subjects attributed the cause 
of i l l n e s s  to p h y s i c a l  e v e n t s  w h i l e  o l d e r  s u b j e c t s  
included a psychological view (Savedra, Gibbons, Tesler, 
Ward, & W e g ner, 1982). B e a l e s  et al. (1982a) found that 
children with juvenile chronic arthritis, below 11 years 
of age, w e r e  p r i m a r i l y  c o n c e r n e d  w i t h  the i m m e d i a t e , 
p h y s i c a l  r e s u l t s  of their illness (e.g., k n e e s  ache), and 
were less aware of the internal pathology. These children 
were not found to regard their condition as significant as 
long as it did not i n t e r f e r e  w i t h  pl a y  activities. In 
c o n t r a s t ,  c h i l d r e n  b e t w e e n  t he a g e s  of 12 a n d  17 
understood their condition as a manifestation of internal 
pathology and were aware of the long-term implications of 
the disease. The condition was looked upon as a disaster 
w h e n  a child reached p u b e r t y  and b e g a n  to e x a m i n e  its 
i m p l i c a t i o n s  for f u l f i l l i n g  a d u l t  g o a l s ,  s u c h  as 
education, marriage and careers.
T h e  a b o v e  s t u d i e s  i n d i c a t e  t h a t  c h i l d r e n ' s  
u n d e r s t a n d i n g  of and r e a c t i o n  to illness and pain are
13
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related to their age level. That is, with increasing age 
chiIdren become aware of the potential long-term effects 
of illness and their d e f i n i t i o n s  of illness b e c o m e  m o r e  
complex. This being the case, t h e o r i e s  related to the 
development of illness behaviour will now be examined.
Theories of the Development of Illness Behaviours
The sick role w a s  first d e s c r i b e d  by P a r s o n s  (1951)
as t he  s et  o f b e h a v i o u r s  and e x p e c t a t i o n s  t h a t  a r e
a s s o c i a t e d  w i t h  be in g sick in a given  society. For
e x a m p l e ,  in the No rt h A m e r i c a n  society, the sick role
would include behaviours such as staying in bed during the
day, visiting doctors and complaining when one feels ill.
P e o p l e  who feel ill are u s u a l l y  e x c u s e d  f ro m n o r m a l
o b l i g a t i o n s ,  s u c h  as a t t e n d i n g  w o r k  or s c h o o l ,  and
t y p i c a l l y  r e c e i v e  s y m p a t h y  a n d  u n d e r s t a n d i n g  f r o m
significant others. However, Parsons emphasized that the
sick role is a c o n d i t i o n a l l y  l e g i t i m a t e  state w h i c h  is
only p e r m i t t e d  if the i n d i v i d u a l  does not e n j o y  it and
feels o b l i g a t e d  to c o o p e r a t e  w i t h  o t h e r s  to get well as
soon as possible. In addition. P a r s o n s  s t i p u l a t e d  that
r e m a i n i n g  in the sick role d e p e n d s  on p h y s i c a l  and/or
medical evidence of real illness.
People who assume the sick role exhibit an increased
rate of illness behaviour. M e c h a n i c  (1961) d e s c r i b e d
i l l ness b e h a v i o u r  as the d i f f e r e n t  w a y s  in w h i c h  p e o p l e
perceive, e v a l u a t e  and act on p h y s i c a l  s y m p t o m s .  For
example, complaining, moaning, grimacing or being off sick 
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from work or school because of illness are typical illness 
behaviours.
Chronic pain patients who are not coping adequately 
and w h o s e  pain is not related to organic pathology are 
o f t e n  a s s u m e d  to h a v e  t a k e n  on t h e  s i c k  r o l e  
illegitimately, as there is no known physical or medical 
cause for their pain. Relative to the amount of disease, 
a disproportionate amount of illness and pain behaviours 
are e xhibited by these patients. For adults, a c o m m o n  
pain behaviour which is used in the evaluation of chronic 
pain t r e a t m e n t  is work a b s ence (Aronoff et al., 1983). 
Similarly, school absence has been sug g e s t e d  as a useful 
c r i t e r i o n  of h o w  well children are coping with pain of 
unknown organic origin (Green, 1983).
There is a lack of i n f o r m a t i o n  about the process of 
becoming a chronic pain patient (Sternbach, 1974), and the 
f a c t o r s  u n d e r l y i n g  the a b i l i t y  to c o p e  w i t h  pain. 
H o w e v e r , four m a j o r  theo r i e s  have been f o r m u l a t e d  in an 
attempt to explain the development of chronic pain that 
is independent of organic disease.
O n e  m a j o r  t h e o r y  w h i c h  t a k e s  a p s y c h i a t r i c  
p e r s p e c t i v e  of the d e v e l o p m e n t  and m a i n t e n a n c e  of pain 
behaviours emphasizes three possible gains that the pain 
patient m a y  a c q uire by r e m a i n i n g  in the sick role. An 
individual m a y  reduce intrapersonal c o n f l i c t  or stress 
when he/she engages in illness behaviour; this is referred 
to as p r i m a r y  gain. S e c o n d a r y  g a i n  r e f e r s  to the
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i n t e r p e r s o n a l  a d v a n t a g e s  t h a t  a p e r s o n  in p a i n  m a y  
receive, such as sympathy and attention from others (Kolb,
1973). Finally, s o m e o n e  other than the pai n p a t i e n t  m a y 
receive advantages from the patient's illness behaviour, 
w h i c h  is r e f e r r e d  to as t e r t i a r y  gai n (Bokan, Ries, & 
K a t o n ,  1981). B o k a n  et al. (1981) e m p h a s i z e  t h a t  
significant others such as spouses, parents or even health 
c ar e p r o f e s s i o n a l s  m a y  m e e t  their o w n e m o t i o n a l  or 
material needs by inducing or maintaining pain behaviours 
in others.
A n u m b e r  of r e s e a r c h e r s  c o n t e n d  t h a t  s p e c i f i c  
p e r s o n a l i t y  t r ai t s are a s s o c i a t e d  w i t h  c h r o n i c  pain. 
These individuals have attempted to differentiate between 
p e o p l e  w i t h  p a i n  w h o  c o p e  a n d t h o s e  w h o  do n o t  by  
e x a m i n i n g  p e r s o n a l i t y  t r a i t s .  F o r  e x a m p l e ,  
h y p o c h o n d r i a s i s  and d e p r e s s i o n ,  as m e a s u r e d  b y  th e 
Minnesota Multiphasic Personality Inventory (MMPI), have 
b een found to be c h a r a c t e r i s t i c  of a du lt n o n - c o p i n g  
chronic pain patients (Sternbach, 1974). However, whether 
t he se  p e r s o n a l i t y  t rai ts  are the c a u s e  or the r e s u l t  of 
chronic pain remains a controversial issue.
P r o p o n e n t s  of the o p e r a n t  t h e o r y  c o n t e n d  that the 
illness and pain behaviours exhibited by patients who are 
not cop ing a d e q u a t e l y  w i t h  their pain are the r e s u lt  of 
three b a s i c  l e a r n i n g  pr oc es se s : 1) d ir ec t, p o s i t i v e
r e i n f o r c e m e n t  of i l l n e s s  and p a i n  b e h a v i o u r s ;  2) 
a v o i d a n c e  l ea r n i n g  in w h i c h  an i ndi vi du al 's  illness or 
p a i n  b e h a v i o u r s  a l l o w  h i m / h e r  to a v o i d  u n p l e a s a n t
16
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s i t u a t i o n s  or r e s p o n s i b i l i t i e s ;  and, 3) v i c a r i o u s  
learning, w h e r e  an indivi du al w i t n e s s e s  other p e o p l e 
reinforced for illness behaviour (Fordyce, 1976; Melamed & 
Siegel, 1975; Wooley, Blackwell, & Winget, 1978).
The fourth and final theory is c on c e r n e d  with the 
family's role in p r o m o t i n g  and m a i n t a i n i n g  illness and 
pain behaviours for which there is no known organic cause. 
Families of these patients have been described by Minuchin 
( 1 97 4 ) as b e i n g  " c h a r a c t e r i z e d  b y  e n m e s h m e n t ,  
o v e r p r o t e c t i v e n e s s ,  r i g i d i t y  and a lack of c o n f l i c t  
resolution", (p. 242) The f a m i l y  m e m b e r s  are a s s u m e d  to 
be ove rl y involved w i t h  each other and w i t h  the care of 
the ill member.  The illness is b e li ev ed  to p r o v i d e  a 
f a m i l y  f o c u s  w h i c h  p e r m i t s  the f a m i l y  to a v o i d  
confrontation and conflict.
The four t h eorie s d e s c r i b e  a n u m b e r  of d i f f e r e n t  
factors which may be important in the development of pain 
behaviour, however,  there is a c o m m o n  a s s u m p t i o n  upon 
which all four theories are based. That is, unlike acute 
pain, chronic pain behaviours are not directly related to 
o r g a n ic  pathology, but are often in f lu en ce d by the pain 
patient's psychological, family and physical environment. 
This assumption has been supported by empirical research.
Research Related to the Development of Pain Behaviour
The four major theories previously discussed assume 
t h a t  p s y c h o s o c i a l  f a c t o r s  are i n f l u e n t i a l  in the 
d e v e l o p m e n t  of illness and pain b eh aviours. A n u m b e r  of
17
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s t u d i e s  h a v e  s u p p o r t e d  t h i s  a s s u m p t i o n .  C u l t u r a l  
d i f f e r e n c e s  h a v e  b e e n  f o u n d  to b e  r e l a t e d  to an 
individual's ability to tolerate pain (Weisenberg, 1977). 
F o r  e x a m p l e ,  Z b o r o w s k i  ( 1 9 6 9 )  r e p o r t e d  t h a t  an 
i n d i v id ua l' s r e a c t i o n  to and a t t i t u d e  t o w a r d s  p ai n  was 
influenced by ethnic origin. His study revealed that "Old 
Americans" (i.e., individuals whose ancestors had lived in 
the U n i t e d  Stat es for m o r e  than t hr ee  g e n e r a t i o n s )  r ea ct 
to p a i n  by w i t h d r a w a l  and only c r y  out or c o m p l a i n  w h e n  
alone. In c o n t ra st , i n d i v i d u a l s  of J e w i s h  or Itali an 
origin were found to complain frequently and seek support 
and sympathy openly. The cross-cultural variations infer 
that underlying attitudes are an important d et erminant of 
d i f f e r e n c e s  in p ai n  t o l e r a n c e  and e x p r e s s i o n .  S evera l 
researchers have assumed that cultural differences reflect 
a p r o c e s s  of o b s e r v a t i o n a l  l e a r n i n g  and as a r e s u l t  h a v e 
investigated the influence of modelling in this area.
Modelling Influences
In the l a b o r a t o r y  s e tting , s t u d i e s  of i nd u ce d  pain 
have demonstrated the significance of modelling on adult's 
e x p e r i e n c e  and e x p r e s s i o n  of pain. S u b j e c t s  in a s t u d y 
conducted by Craig and Weiss (1971) were asked to rate the 
intensity of incremental shocks while observing the rating 
of a c o n f e d e r a t e  m o d e l .  T h e  m o d e l ' s  r a t i n g s  w e r e  
o s t e n s i b l y  in r e s p o n s e  to the s a m e  sh ock l e v e l s  that the 
s u b j e c t s  w e r e  r e c e i vi ng . The r e s u l t s  i n d i c a t e d  that
18
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s u b j e c t s  e x p o s e d  to a 'tolerant' m o d e l  (i.e., one w h o 
s h o w e d  less d i s c o m f o r t  than the s u b j e c t  in r e s p o n s e  to 
i n c r e a s i n g  s ho ck  levels) had an i n c r e a s e d  t h r e s h o l d  for 
pain in comparison to subjects exposed to an 'intolerant' 
model (i.e., one who showed signs of more d is c om fo rt than 
the s u b j e c t  to s h o c k  levels). In a n o t h e r  i n v e s t i g a t i o n ,  
s u b j e c t s  e x p o s e d  to 'tolerant' m o d e l s  s h o w e d  no i n c r e a s e  
in a u t o n o m i c  m e a s u r e s  of d i s t r e s s  (Craig & N e i d e r m a y e r ,
1974). In a d d i t i o n ,  C rai g,  Best, and R e i t h  (1974) fou nd 
that s u b j e c t s  s i m u l a t e d  m o d e l' s r e p o r t s  of i n c r e a s i n g  
d is comfor t even though they were receiving constant levels 
of low intensity shocks not n ormally perceived as painful. 
T h e . a b o v e  s t u d i e s  d e m o n s t r a t e  the s i g n i f i c a n t  i n f l u e n c e  
t hat a m o d e l  ha s on adu lt 's  e x p e r i e n c e  and e x p r e s s i o n  of 
pain in a laboratory setting.
Modelling processes have also been shown to modulate 
p a i n  e x p e r i e n c e  a n d e x p r e s s i o n  in v a r i o u s  n a t u r a l  
sett in gs . In an a t t e m p t  to d e t e r m i n e  the o r i g i n s  of 
c h i l d r e n ' s  u n c o o p e r a t i v e  and f e a r f u l  b e h a v i o u r  d u r i n g  
dental examinations, Shoben and Borland (1954) found that 
the m o s t  i n f l u e n t i a l  f a ct or  w a s  the e x p e r i e n c e  and 
a t t i t u d e  of o n e ' s  o w n  f a m i l y  t o w a r d  d e n t a l  c a r e . 
S i m i l a r l y ,  J o h n s o n  and B a l d w i n  (1968) r e p o r t e d  that 
children's behaviour during tooth extractions was directly 
r e l a t e d  to t h e i r  m o t h e r ' s  level of a nx ie ty. T h a t  is, 
children of mothers with high levels of anxiety w er e mor e 
u n c o o p e r a t i v e  and f e a r f u l  than t h o s e  w h o s e  m o t h e r s  w e r e  
less anxious.
19
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Exposure to models who displayed realistic reactions 
and coping responses to painful ci rcumstances has recently 
been demonstrated as an effective therapeutic technique in 
the treatment of children's fears of dental care, surgery 
and i n j e c t i o n s  ( M e l a m e d ,  H a w e s ,  H e r b y , & Clic k,  1975;
M e l a m e d  & Siegel, 1975; Vernon, 1974).
T u r k a t  (1982) i n v e s t i g a t e d  the r o l e  of p a r e n t a l  
modelling in the etiology of diabetic illness behaviour. 
Twenty-sev en  diabetic adults were divided into two groups 
on the b a s i s  of r e p o r t e d  p a r e n t a l  b e h a v i o u r  w h e n  ill. 
S u b j e c t s  w h o s e  p a r e n t s  a v o i d e d  work, c h o r e s ,  or o t h e r  
activities when ill w er e  referred to as the avoidant-model 
group. The non-avoidant model group reported that their 
p a r e n t s  did no t a lt e r t h e i r  a c t i v i t i e s  w h e n  ill. B o t h  
groups were required to provide retrospective and current 
i n f o r m a t i o n  a b o u t  th e ir  o w n  i l l n e s s  b e h a v i o u r .  R e s u l t s  
s u g g e s t e d  t h a t  m o d e l l i n g  is an i m p o r t a n t  f a c t o r  in 
d i f f e r e n t i a l  b e h a v i o u r a l  r e a c t i o n s  to s i m i l a r  m e d i c a l  
p a t h o l o g y  as the a v o i d a n t  m o d e l  g r o u p  w a s  s i g n i f i c a n t l y  
less likely to meet responsibilities when ill.
T h e  r e s e a r c h  in t h i s  a r e a  h a s  c o n s i s t e n t l y  
d e mo nstra te d that exposure to both experimental and family 
m o d e l s  s i g n i f i c a n t l y  a f f e c t s  subj ec ts' r e p o r t s  of and 
reaction to pain. Thus, observational learning appears to 
be a significant factor in the d e te rm in at io n  of whether an 
i n d i v i d u a l  w i l l  e x h i b i t  a d a p t i v e  c o p i n g  r e s p o n s e s  or 
inappropriate, non-coping pain behaviours w hen confronted
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w i t h  e x p e r i m e n t a l l y  i n d u c e d  or a c u t e  pain. S i m i l a r l y ,  
t h e r e  has b e e n  a s m a l l  a m o u n t  of r e s e a r c h  r e l a t e d  to the 
r o l e  of the c h r o n i c  p a i n  p a t i e n t ' s  f a m i l y  in t h e 
develo pm en t and perpetuation of pain behaviours.
F a m il y Determinants of Chronic Pain Behaviours
Health care providers have recently begun to show an 
interest in the role of the family in the d ev elopment and 
main tenance  of chronic pain. Engel (1959) first described 
'pain-prone patients' as individuals who had experienced 
an unhappy childhood which included physical and emotional 
a buse, r e j e c t i n g  f a t h e r s  and p u n i s h i n g  m o t h e r s .  In a 
retrospective study, Merskey and Boyd (1978) compared the 
e m o t i o n a l  a d j u s t m e n t  of c h r o n i c  pain p a t i e n t s  w i t h  and 
w i t h o u t  an o r g a n i c  b a s i s  for t he ir  pain. A l t h o u g h  t h e r e  
wer e similarities between the two groups, patients with no 
organic basis for their pain reported significantly m or e 
e v i d e n c e  of an u n h a p p y  c h i l d h o o d  than did p a t i e n t s  w i t h  
organically based pain. However, the results of the study 
are questionable as they are based on retrospective data.
The a u t h o r  is a w a r e  of o n l y  t w o  s t u d i e s  w h i c h  h a v e  
investigated the role of current family factors in adult 
c h r o n i c  p a i n  p a t i e n t s .  S w a n s o n  a n d  M a r u t a  (1980) 
administered a questionnaire to 100 chronic pain patients 
and a p rimary family m e m b e r  to d et ermine their respective 
v i e w  of the pain problem. Subjects independently answered 
questions related to their perception of the pain problem 
(i.e., d u r a t i o n ,  l o c a t i o n ,  s e v e r i t y  and i n f l u e n c e  of the
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p ai n  on other functi ons, such as sleep, sex life, work, 
etc.). In general, a h ig h  level of a g r e e m e n t  b e t w e e n  
patients and their families was found. Interestingly, at 
a 1 year follow-up, patients whose relatives least often 
a g r e e d  w i t h  their p e r c e p t i o n  of the p a i n  p r o b l e m  w e r e  
d o i n g  s i g n i f i c a n t l y  b e t t e r  than those w h o s e  families' 
p e r c e p t i o n  w as  sim il ar. The a u t h o r s  c o n c l u d e d  that, 
although communication about the adjustive demands of the 
p ai n  p r o b l e m  is i m p o r t a n t ,  it should not d o m i n a t e  the 
family's life.
Block, Kremer, and Gaylor. (1980) demonstrated that a 
spouse's reaction influences the extent to which a chronic 
p a i n  p a t i e n t  w i l l  d i s p l a y  p ain b e h a v i o u r s .  Prior to a 
t a p e d  s t r u c t u r e d  i n t e r v i e w ,  p ai n p a t i e n t s  w e r e  i n f o r m e d  
that their spouse and a neutral person would individually 
o b s e r v e  a s p e c i f i e d  p o r t i o n  of the i n t e r vi ew . C h r o n i c  
p a i n  p a t i e n t s  w h o  r e p o r t e d  t h a t  t h e i r  s p o u s e s  w e r e  
relatively non-sol ici tous in responding to pain behaviours 
reported significantly lower pain levels when they thought 
th ei r s p o u s e  w as  o b s e r v i n g  than w h e n  t he y  t h o u g h t  a 
n e u t r a l  o b s e r v e r  w a s present. R e s u l t s  s u g g e s t  that 
significant family mem b er s can serve as a discriminative 
cue for a p ain p a t i e n t  to alter h i s / h e r  r e p or t of pain 
level. The f i n d i n g s  s u p p o r t  F or dy ce's (1976) o p e r a n t  
m o d e l  that pain b e h a v i o u r s  can b e c o m e  a f u n c t i o n  of 
reinforcement contingencies.
Both of the previous studies suggest that a patient's
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f a m i l y  m a y  p la y  an i m p o r t a n t  r ol e  in the m a i n t e n a n c e  of 
c h r o n i c  pain b e h a v i o u r  in adults. That is, s i g n i f i c a n t  
o t h e r s  can h av e an e f f e c t  on w h e t h e r  an i n d i v i d u a l  w i t h  
chronic pain develops adaptive, coping behaviours or non- 
adaptive, non-coping behaviours. Studies related to the 
rol e of the f a m i l y  in c h i l d h o o d  c h r o n i c  p ain hav e also 
been conducted.
F a m i l y  D et er minants  of Chronic Pain Behaviours in Children
A n u m b e r  of s t u d i e s  h a v e  b e e n  c o n d u c t e d  on a s p e c i f i c  
t yp e  of c h i l d h o o d  c h r o n i c  pain, the r e c u r r e n t  a b d o m i n a l  
p a i n  s y n d r o m e .  For e x a m p l e .  O s t e r  (1972) r e p o r t e d  that 
c h i l d r e n  w i t h  a b d o m i n a l  p ai n  w e r e  m o r e  l i k e l y  to h a v e  
p a r e n t s  w i t h  a h i s t o r y  of s i m i l a r  pain p r o b l e m s  than
c h i l d r e n  w i t h o u t  a b d o m i n a l  pain. A p l e y  (1975) found a 
s i m i l a r  f a m i l y  p a t t e r n  of p a i n - r e l a t e d  i l l n e s s e s  in a
s a m p l e  of 1100 s c h o o l  c hi l d r e n .  In a d d i t i o n ,  t h o s e
children with pain that could not be attributed to organic
p a t h o l o g y  w e r e  m o r e  l i k e l y  to h a v e  a f a m i l y  h i s t o r y  of 
pain s yndromes than children with organically-based pain. 
H o w e v e r ,  C h r i s t e n s e n  and M o r t e n s e n  (1975) found that 
children's pain behaviour was related to current parental 
a t t i t u d e  t o w a r d s  p ain r a t h e r  tha n  to p a s t  h i s t o r i e s  of 
pain. The incidence of children's complaints was related 
to c o n c u r r e n t  p a r e n t a l  s y m p t o m s  b u t  w a s not r e l a t e d  to 
parental abdominal pain during childhood.
Apley (1975) concluded that the reinforcement of pain 
b e h a v i o u r s  a n d p a r e n t a l  p r e o c c u p a t i o n  w i t h  t h e i r
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c h i l d r e n ’s s t at e of h e a l t h  w e r e  i m p o r t a n t  p s y c h o l o g i c a l  
p r o c e s s e s  in the d e v e l o p m e n t  of the r e c u r r e n t  a b d o m i n a l  
p ai n s y n d r o m e .  H o w e v e r ,  it is i m p o r t a n t  to note that 
family similarities in pain experience m a y reflect genetic 
p r e d i s p o s i t i o n s  as w e l l  as s o c i a l  l e a r n i n g  p r o c e s s e s . 
A p l e y  (1975) i n d i c a t e d  that it w a s  d i f f i c u l t  to s e p a r a t e  
t h e  r o l e  of c o n s t i t u t i o n a l  a n d  s o c i a l  f a c t o r s ,  as 
a b d o m i n a l  p a i n  w h i c h  r e s u l t e d  f r o m  o r g a n i c  d y s f u n c t i o n  
a ls o r e c u r r e d  in f a m i l i e s .  T h e r e f o r e ,  it a p p e a r s  t ha t 
s o ci al  l e a r n i n g  as w e l l  as b i o l o g i c a l  f a c t o r s  m a y  be 
i n f l u e n t i a l  in the d e v e l o p m e n t  of r e c u r r e n t  a b d o m i n a l  
p a i n .
V e r y  l i t t l e  r e s e a r c h  has b e e n  c o n d u c t e d  on h o w  
f a m i l i e s  or the c h i l d r e n  t h e m s e l v e s  c o p e  w i t h  c h r o n i c  
pain. Beales, Holt, Keen, and Mellor (1982b) investigated 
the c o p i n g  s t y l e s  of 75 f a m i l i e s  in w h i c h  one c h i l d  
suffered from the pain of juvenile arthritis. The results 
indicated, that both parents exert a major influence on how 
c h i l d r e n  c o p e  w i t h  t heir pain. Th e n o n - c o p i n g  s t y l e s  
referred to as o v e rd ep en de n ce , denial, and w i t h dr aw al  were 
found to occur most frequently in children whose parents 
us ed  s i m i l a r  styles. H o w e v e r ,  t he  v a l i d i t y  of the s t u d y  
is q u e s t i o n a b l e  as the c o p i n g  s t y l e s  w e r e  d e t e r m i n e d  by 
the u n b l i n d e d ,  s u b j e c t i v e  j u d g e m e n t  of the p r i n c i p a l  
invest i g a t o r .
In conclusion, the above studies indicate that there 
is a relationship betwe en  the presence of pain co mp laints
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in f a m i l y  m e m b e r s  and the i n c i d e n c e  of c h r o n i c  pa in in 
c h i l d r e n .  T h e  i m p l i c a t i o n  of t h e  r e s e a r c h  is t h a t  
e n v i r o n m e n t a l  f a c t o r s  p l a y  a rol e in the d e v e l o p m e n t  of 
chronic pain behaviour in children.
Summary
A number of general conclusions can be drawn from the 
l i t e r a t u r e  r e v i e w e d  to this point: (1) w i t h  i n c r e a s i n g
age, c h i l d r e n ' s  k n o w l e d g e  of the c o n c e p t s  of p a i n  and 
i l l n e s s  d e v e l o p s  f r o m  a b e l i e f  in m a g i c a l  c a u s e s  and 
p h y s i c a l  a l l e v i a t i o n  t e c h n i q u e s  to an u n d e r s t a n d i n g  of 
numero us  interrelated causes and the use of psychological 
as w e l l  as p h y s i c a l  i n t e r v e n t i o n s ;  (2) the four m a j o r  
t h e o r i e s  w h i c h  a t t e m p t  to e x p l a i n  the d e v e l o p m e n t  of 
chronic pain are based on the assump ti on  that a pat ie nt ’s 
p s y c h o l o g i c a l ,  p h y s i c a l  a n d  f a m i l y  e n v i r o n m e n t  a r e  
i n f l u e n t i a l  in the p r o c e s s  of b e c o m i n g  a c h r o n i c  p a i n 
patient; (3) observational learning has been shown to be 
an i n f l u e n t i a l  f a c t o r  in a p e r s o n ' s  r e a c t i o n  to 
e x p e r i m e n t a l l y  i n d u c e d  and a c u t e  pain; and (4) t h e r e  is 
p r el im inary evidence that an individual's family plays a 
s i g n i f i c a n t  rol e in the m a i n t e n a n c e  of c h r o n i c  p ai n  
b e h a v i o u r s .
The Present Study
T h e p r e s e n t  s t u d y  w a s  b a s e d  on the r e s e a r c h  r e l a t e d  
to f a m i l y  d e t e r m i n a n t s  of c h i l d h o o d  c h r o n i c  pain. This 
research suggests that individuals who are not coping w ith
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their p a i n  h a v e  or h a v e  had p a r e n t s  v;ith a h i s t o r y  of 
p a i n - r e l a t e d  i l l n e s s e s  w h o  m a y  h a v e  m o d e l l e d  p a i n  
b e h a v i o u r  a n d / o r  r e i n f o r c e d  the d e v e l o p m e n t  of c h r o n i c  
p a i n  c o m p l a i n t s  (Apley, 1975; C h r i s t e n s e n  & M o r t e n s e n ,
1975). The i m p l i c a t i o n  of t h e s e  f i n d i n g s  is that the 
f a m i l i e s  of c h i l d r e n  w h o  are c o p i n g  s u c c e s s f u l l y  w i t h  
th ei r c h r o n i c  p ai n c o m m u n i c a t e  d i f f e r e n t l y  than the 
f a m i l i e s  of c h i l d r e n  w h o  are not coping. H o w e v e r ,  the 
m a j o r i t y  of the s t u d i e s  in this are a i n c l u d e  o n l y  n o n ­
coping chronic pain patients and, as a result, we can only 
s p e c u l a t e  a b o u t  t h e  f a m i l y  i n t e r a c t i o n s  of t h o s e  
i n d i v i d u a l s  w h o  are  c o p i n g  w i t h  their  pain. Do f a m i l y  
m e m b e r s  of a c h i l d  w h o  is not c o p i n g  a d e q u a t e l y  w i t h  
his/her chronic pain c o m m u n i c a t e  different messages (i.e., 
messages which reinforce the non-coping pain behaviours) 
than family m e m b e r s  of a child who is coping successfully? 
T h i s  p r e c i s e  i s s u e  h a s  n o t  b e e n  d e a l t  w i t h  in t h e 
1 iterature.
It was the principal purpose of the present study to 
i n v e s t i g a t e  thi s p h e n o m e n o n  by o b s e r v i n g  m o t h e r - c h i l d  
i n t e r a c t i o n s  w h e n  the a d o l e s c e n t  w a s  p l a c e d  in a pa in - 
o r i e n t e d  s i t u a t i o n  (i.e., d o i n g  p h y s i c a l  e x e r c i s e s ) . In 
addition, information about the adolescent's perception of 
the f a m i l y  s i t u a t i o n  and the m o t h e r ' s  p e r c e p t i o n  of the 
a dj ustment of the adolescent was obtained by having them 
comple te  the Fam ily Adaptability and Cohesion Evaluation 
S c a l e  a n d  t h e  P e r s o n a l i t y  I n v e n t o r y  f o r  C h i l d r e n ,
■
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respectively.
In v i e w  of the fact that the s t u d y  w a s  c o n d u c t e d  in a 
l a b o r a t o r y ,  an i m p o r t a n t  issue was w h e t h e r  or not a 
f a m i l y ' s  b e h a v i o u r  in a c l i n i c a l  s e t t i n g  w a s  
r e p r e s e n t a t i v e  of their b e h a v i o u r  at home. T h e r e  is a 
paucity of research on this question, and the few studies 
which have compared individual's behaviour across the two 
settings have yielded conflicting results (O'Rourke, 1963; 
Rapoport & Benoit, 1975; Riskin & Faunce, 1972; Zangwill & 
Knisker, 1982). In the present study, it was not possible 
to deal directly with the issue of representativeness by 
comparing subjects' behaviour in the laboratory with their 
behaviour at home. However, the temporal stability of the 
observed mother-child interaction was examined. Although 
temporal stability by no means proves representativeness, 
it is an i m p o r t a n t  c o n c e r n  as it w o u l d  be d i f f i c u l t  to 
c o n t e n d  t ha t  o b s e r v e d  b e h a v i o u r s  r e p r e s e n t  a r e g u l a r  
pattern of mother-child interaction without s ome degree of 
consistency in behaviour across time.
Finally, although clinicians assume that the degree 
of pain e x p e r i e n c e d  by i n d i v i d u a l s  w h o  a re  c o p i n g  is the 
s a m e  as t ha t  f elt by p e o p l e  w h o  are not c o p i n g ,  t h e r e  is 
no e m p i r i c i a l  e v i d e n c e  that this is i n d ee d the c a s e  
(Sternbach, 1974). F u r t h e r m o r e ,  i n t e n s i t y  of p ai n  m a y  
h a v e  b e e n  a c o n f o u n d i n g  v a r i a b l e  in the p r e s e n t  study. 
For the above two reasons, subjects were asked to provide 
an index of the i n t e n s i t y  of their pain. In a d d i t i o n ,  
subjects were asked how long they had been suffering from
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the pain in order to p r o v i d e  an i n d i c a t i o n  of the pain's 
d u r a t i o n .
In o r d e r  to a v o i d  p r o b l e m s  a s s o c i a t e d  w i t h  
c o n f o u n d i n g  d i s e a s e  and pain, the s tu dy  e x c l u d e d  those 
a d o l e s c e n t s  w ho had a s er io u s d i s e a s e  u n d e r l y i n g  their 
pain and focused only on those who had chronic intractable 
benign pain.
Hypotheses
The author was not aware of any study which compared 
the i n t e n s i t y  or d u r a t i o n  of the p ai n  e x p e r i e n c e d  by 
coping and non-coping chronic pain patients. However, the 
literature assumes that the two groups experience the same 
i n t e n s i t y  of p ai n  (Sternbach, 1974; Turk, M e i c h e n b a u m , & 
Genest, 1983).
(1) It was expected that there would not be a 
s i g n i f i c a n t  d i f f e r e n c e  b e t w e e n  the m e a n  pain 
intensity level, mean peak intensity, mean pain free 
days or mean duration of pain reported by the coping 
and non-coping groups.
In the p r e s e n t  study, it w a s  e x p e c t e d  that, w h e n 
p l a c e d  in a p a i n - o r i e n t e d  s i t u a t i o n  (i.e., d o i n g  15 
m i n u t e s  of p h y s i c a l  exerc is e s) , n o n - c o p i n g  a d o l e s c e n t s  
w o u l d  r e a c t  d i f f e r e n t l y  t h a n  c o p i n g  a d o l e s c e n t s .  
S p e c i f i c a l l y ,  n o n - c o p i n g  a d o l e s c e n t s  w e r e  e x p e c t e d  to 
c o m m u n i c a t e  t he ir  i n a b i l i t y  to c o m p l e t e  the r eq ui re d 
exercise tasks at a higher rate than adolescents who were 
coping with their chronic pain.
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(2) Non-coping adolescents were expected to emit
m o r e  v e r b a l  e x p r e s s i o n s  of p a i n  t h a n  c o p i n g  
a d o l e s c en t s.
(3) Non-coping adolescents were expected to emit
mo re  off-task and less on-task behaviour than coping 
a d o l e s c e n t s .
(4) Non-coping adolescents were expected to emit
m ore negative behaviour than coping adolescents.
The mothers of non-coping adolescents were expected 
to b e h a v e  d i f f e r e n t l y  t h a n  t h e  m o t h e r s  of c o p i n g  
adolescents during the interaction task.
(5) M o t h e r s  of n o n - c o p i n g  a d o l e s c e n t s  w e r e
e x p e c t e d  to d i s c o u r a g e  c o p i n g  b e h a v i o u r  m o r e  o ften 
than mothers of coping adolescents.
(6) M o t h e r s  of n o n - c o p i n g  a d o l e s c e n t s  w e r e
e x p e c t e d  to e n c o u r a g e  c o p i n g  b e h a v i o u r  l ess o f t e n  
than mothers of coping adolescents.
The " m o t h e r - c h i l d  i n t e r a c t i o n  i n v o l v i n g  a c h i l d  w h o 
w a s  not c o p i n g  a d e q u a t e l y  w i t h  h i s / h e r  c h r o n i c  p a i n  w a s  
expected to be different from the mother -c hild interaction 
involving a child who was coping well with his/her chronic 
pain. The mothers of non-coping adolescents were expected 
to reinforce their children's attempts to avoid completing 
the tasks and discourage on-task behaviour. Conversely, 
t h e  m o t h e r s  of c o p i n g  a d o l e s c e n t s  w e r e  e x p e c t e d  to 
reinforce their children's attempts to complete the tasks 
and d i s c o u r a g e  a t t e m p t s  to a vo id  c o m p l e t i n g  the tasks.
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T h e s e  e x p e c t a t i o n s  w e r e  r e f l e c t e d  b y  t h e  f o l l o w i n g  
hypotheses.
(7) M o t h e r s  of n o n - c o p i n g  a d o l e s c e n t s  w e r e  
expected to emit m o r e  c o mm en ts  which encouraged the 
e x p r e s s i o n  of pain, n e g a t i v e  b e h a v i o u r  and o f f - t a s k  
b e h a v i o u r  as c o m p a r e d  to t h e  m o t h e r s  of c o p i n g  
a d ol es ce nt s.
(8) M o t h e r s  of n o n - c o p i n g  a d o l e s c e n t s  w e r e  
e x p e c t e d  to d i s c o u r a g e  o n - t a s k  b e h a v i o u r  at a 
higher rate than mot h er s of coping adolescents.
T h e r e  h a s  b e e n  no  p r e v i o u s  r e s e a r c h  r e l a t e d  to
p e r s o n a l i t y  c h a r a c t e r i s t i c s  of a d o l e s c e n t  c h r o n i c  p ai n  
p ati en ts . R e s e a r c h  w h i c h  has i n v e s t i g a t e d  p e r s o n a l i t y  
c h a r a c t e r i s t i c s  of c h r o n i c  p ain p a t i e n t s  has f o c u s e d  on 
n o n - c o p i n g  a d u l t s  (Sternbach, 1974). In the p r e s e n t  
study, it was e x p e c t e d  tha t the p e r s o n a l i t y  p r o f i l e s  of 
non-coping adolescents would differ from those of coping 
a d o l e s c e n t s  on the d i m e n s i o n s  of a d j u s t m e n t  and s o m a t i c  
concern.
(9) On the PIC, it was expected that non-coping 
a d o l e s c e n t s  w o u l d  be p e r c e i v e d  as b e i n g  less w e l l  
adjusted and as having more somatic concern than the 
coping adolescents.
F i na l ly , t h e r e  is v e r y  l i t t l e  r e s e a r c h  a b o u t  the 
family relationships of pain patients. However, Minuchin 
(1974) f o r m u l a t e d  a t h e o r y  that the f a m i l i e s  c o u l d  be 
described by the following characteristics: enmeshment,
overprotectiveness and rigidity.
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(10) On the FACES, it was e x p e c t e d  that n o n ­
coping subjects would describe their family as being 
more enmeshed on the cohesion scale and more rigid on 
the adaptability scale as compared to coping subjects.
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CHAPTER 2 
METHOD
The s tu d y i n v o l v e d  the o b s e r v a t i o n  of 10 n o n - c o p i n g  
a d o l e s c e n t s  and 10 c o p i n g  a d o l e s c e n t s  w h e n  p l a c e d  in a 
pain-oriented situation, in the presence of their mothers. 
In addition, the mother's perception of the adolescent as 
w e l l  as the a d o l e s c e n t ' s  p e r c e p t i o n  of h i s / h e r  f a m i l y  
were examined.
Sub]ects
A d o l e s c e n t s  seen in the O r t h o p e d i c s ,  N e u r o l o g y ,  
P h y s i c a l  M e d i c i n e  a n d / o r  P h y s i o t h e r a p y  s e r v i c e s  of the 
C h i l d r e n ' s  H o s p i t a l  of E a s t e r n  O n t a r i o  and w h o  m e t  the 
f o l l o w i n g  c r i t e r i a  w e r e  p o t e n t i a l  s u b j e c t s  for t h e  n o n ­
coping group in the study.
Criteria included:
(1) A d o l e s c e n t  w a s  b e t w e e n  the a g e s  of 
11 and 17 years.
(2) M a j o r  c o m p l a i n t  w as  p a i n  of g r e a t e r  t han 3 
m o n t h s  in d u r a t i o n .  The p ai n e x p e r i e n c e d  c o u l d  
be shoulder, b a c k , stomachache or headache.
(3) Adolescent was judged by his/her physician 
to have chronic benign intractable pain which 
did not warrant school a b s e n c e  ( Ap p e n d i x  A).
(4) Adolescent had missed 3 or m o r e  days of 
school each month for the past 2 months 
because of pain and was continuing to miss 
school (Appendix B ) . Reasons for school absence 
were obtained from the subject's mother.
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Exclusion criteria included:
(1) P r e s e n c e  of s e r i o u s  or l i f e - t h r e a t e n i n g  
illness, such as cancer.
(2) P r e s e n c e  of m e n t a l  r e t a r d a t i o n ,  m e n t a l  
illness, or major behaviour disorder.
Adolescents assigned to the coping group were subject 
to the same exclusion criteria as the non-coping subjects 
and m e t  the first t h r e e  c r i t e r i a ,  but did not m e e t  the 
f o u r t h  c r i t e r i o n .  T h a t  is, a d o l e s c e n t s  in the c o p i n g  
group did not have a school absence problem.
S c h o ol  a t t e n d a n c e  w a s  thus u sed  to o p e r a t i o n a l l y  
d i s t i n g u i s h  b e t w e e n  t h os e  s u b j e c t s  w h o w e r e  c o p i ng 
adequately with their chronic pain and those who were not. 
A t t e n d a n c e  w a s  c h o s e n  as the c r u c i a l  d i s t i n g u i s h i n g  
v a r i a b l e  b e c a u s e  it is an i n d i c a t i o n  of the e x t e n t  to 
w h i c h  an a d o l e s c e n t  is f u l f i l l i n g  h i s / h e r  a c a d e m i c  and 
social obligations. As the non-attendance criterion was 
at least three times greater than the estimated absentee 
r a t e  d u e  to n o r m a l  i l l n e s s  (Levante, 1975), the s u b j e c t s  
in the non-coping group represented a highly select group 
of a d o l e s c e n t s .  A t t e n d a n c e  w a s  c o n f i r m e d  by s cho ol 
r e c o r d s  w i t h  w r i t t e n  c o n s e n t  f r o m  the child's p a r e n t s  
(Append i x B) .
P h y s i c i a n s  w e r e  s ent a l e tt er  d e s c r i b i n g  the s t u d y  
and the c r i t e r i a  for s u b j e c t s  (Appendix C) . Out of a 
t o t a l  of 15 r e f e r r a l s  f o r  t h e  n o n - c o p i n g  g r o u p ,  10 
a d o l e s c e n t s  p a r t i c i p a t e d  in the study. The other five 
a d o l e s c e n t s  w ho  w e r e  r e f e r r e d  w e r e  e l i m i n a t e d  for a
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variety of reasons: one because of an inability to speak 
English; two b e c a u s e  of not fal li n g into the age range; 
one a d o l e s c e n t  r e f u se d to p a r t i c i p a t e ;  and f i n a l l y  one 
a d o l e s c e n t  w h o  p a r t i c i p a t e d  in th e s t u d y  b u t  w a s  
e l i m i n a t e d  b e c a u s e  of an i n a b i l i t y  to find a c o pi ng 
subject who matched on the specified variables.
S u b j e c t s  in the c o p i ng  g r o u p  w e r e  m a t c h e d  w i t h  
subjects in the non-coping group on age (within 6 months), 
sex and l o c a t i o n  of pain. The m e a n  ag e for b ot h  the n o n ­
coping and coping subjects was 13 years, 5 months. Twelve
of the 20. s ub j e c t s  w e r e  f e m a l e  and 8 w e r e  male. Fou r of 
the subjects suffered from knee pain, 10 from stomachaches 
and 6 f ro m he ad ac hes. M e a n  scho ol  a b s e n c e  as the r e su lt 
of p ai n  for the n o n - c o p i n g  g r o u p  w a s 14.7 d ay s  over a 2 
m o n t h  p e r i o d  as c o m p a r e d  to a m e a n  of .40 d ay s  for the 
c o p i n g  group. A test on s ch oo l a b s e n c e  i n d i c a t e d  a 
s i g n i f i c a n t  d i f f e r e n c e  b e t w e e n  the groups, ^(18)=5.48, 
£<.001, «with non-copers missing significantly more school 
than copers. M e a n  g r a d e  level w a s  8.0 for the n o n - c o p i n g  
g r o u p  a n d  8.6 for t h e  c o p i n g  g r o u p .  T h e r e  w a s  no 
s i g n i f i c a n t  d i f f e r e n c e  b e t w e e n  the t w o  g r o u p s  on g r a d e 
level. The age, sex, l o c a t i o n  of p a i n  and n u m b e r  of days
missed at school for all subjects is presented in Table 1.
The 20 participating families consisted of 15 intact 
nuclear family units and 5 single parent families. Eight 
of the families of non-coping adolescents and seven of the 
families of coping adolescents were intact.
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Table 1
Age, sex, location of pain, and school absences for 
copers and non-copers
Locat i on 
of Pain
Sex
Copers Non- copers
Age
(yr/
mth)
School
Absence
(days)
Age School
Absence
(days)
knee F 15.06 0 15.00 30
stomach M 12 . 09 2 12.08 14
knee F 16 .11 0 16 .10 30
head F 12.11 0 13.00 10
stomach F 14.00 0 14.00 12
stomach M 11. 03 2 11. 00 9
head F 15.07 0 15.06 12
head F 12 . 02 0 12.02 10
stomach M 12.03 0 12.02 9
stomach M 15 . 07 0 15.01 11
ii - 13.05 .4 13.05 14 .7
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Apparatus
A P a n a s o n i c  V W - 3 3 0 3  v i d e o c a m e r a  a n d  P V - A 3 2 E - K  
v i d e o r e c o r d e r  w e r e  used to v i d e o t a p e  the m o t h e r - c h i l d  
interaction during the required tasks and a portable tape 
r e c o r d e r  w as  used to p r o v i d e  a 5 - s e c o n d  i n t e r v a l  signal. 
In a d d i t i o n ,  a 30 cm. h ig h  w o o d e n  b l o c k  and a 4 k i l o g r a m  
weight were used in the exercise tasks.
Procedure 
Contact Procedure
Once a referral was received from the physician, the 
experimenter contacted the family by telephone to discuss 
t h ei r p o t e n t i a l  i n v o l v e m e n t  in the study. At that time, 
the experimenter explained the general nature of the study 
in t e r m s  of e x a m i n i n g  a d o l e s c e n t s '  r e a c t i o n s  to p ai n- 
oriented situations as well as variety of other situations 
and e x p l a i n e d  w h a t  p a r t i c i p a t i o n  in the s t u d y  w o u l d  
i n v o l v e .  If t h e  f a m i l y  a g r e e d  to p a r t i c i p a t e ,  an 
a p p o i n t m e n t  w a s a r r a n g e d  w i t h  the s u b j e c t  and h i s / h e r  
m o t h e r .
Location and Physical Setting
All f a m i l i e s  w e r e  s een at the C h i l d  S t u d y  Centre, 
University of Ottawa.
Th e p r o c e d u r e  r e q u i r e d  the use of t w o  rooms. The 
room used for the experimental task contained a stationary 
videocamera, the apparatus needed for the exercise tasks 
and a couch. A single microphone was placed on the table 
beside the couch.
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A s m a l l  r o o m  a c r o s s  the hall was used to h o u s e  the 
videorecorder. The experimenter remained in this room in 
order to operate the recording equipment.
Experimental Task
At the a p p o i n t m e n t ,  the s u b j e c t  and h i s / h e r  m o t h e r  
w e r e  a s k e d  to sig n i n f o r m e d  c o n s e n t  f o r m s  to a g r e e  to 
p a r t i c i p a t e  in the s t u d y  ( App en di x D) . Th e c o n s e n t  f o r m  
i n d i c a t e d  that the e x e r c i s e  t a s k s  w o u l d  be v i d e o t a p e d .  
Following this, the subject was asked to do three exercise 
t a s k s  w h i l e  h i s / h e r  m o t h e r  o b s e r v e d  e a c h  e x e r c i s e  
completed. The exercise tasks requested of the child were 
c h o s e n  in an a t t e m p t  to s i m u l a t e  as c l o s e l y  as p o s s i b l e  
the daily activities in which these adolescents typically 
e x p e r i e n c e d  p a i n  (i.e., w h i l e  p l a y i n g  s p o r t s  or e n g a g i n g  
■in e v e r y d a y  a c t i v i t i e s  such as c l i m b i n g  stairs). Th e 
r e f e r r i n g  p h y s i c i a n  e n s u r e d  t h a t  t h e  t a s k s  w e r e  
a p p r o p r i a t e  fo r e a c h  c h i l d  a n d  w o u l d  n o t  c a u s e  a n y  
p h y s i c a l  h a r m  ( Appendix  A). T he t a s k s  w e r e  p r e s e n t e d  by 
the i n v e s t i g a t o r  w h o  read the f o l l o w i n g  i n s t r u c t i o n s  to 
the adolescent while in the presence of his/her mother:
D u r i n g  t h e  n e x t  15 m i n u t e s ,  y o u r  j o b  is to 
comple te  three different exercise tasks. Please work 
on each exercise for a m a x i m u m  of 5 minutes. You will 
be told w h e n  5 m i n u t e s  are o ver  by the v o i c e  on the 
tape r e c o r d e r  and you w i l l  t he n be r e m i n d e d  of the 
next e xercise . In a d d i t i o n ,  p l e a s e  try to do e ac h 
e x e r c i s e  at t h e  r a t e  of o n e  r e p e t i t i o n  e v e r y  5 
seconds. A s i g n al  on the tap e r e c o r d e r  (the w o r d  
How) , w i l l  o cc ur  e v e r y  5 s ec on ds , so tr y to c o m p l e t e  
one repetition in between each signal.
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The f ir st  t as k  c o n s i s t s  of s t e p p i n g  o n t o  this 
p l a t f o r m  and the n  s t e p p i n g  do wn .  P l e a s e  a l t e r n a t e  
your feet when stepping up and d o w n  (the experimenter 
d e m o n s t r a t e d ) .  Try to s t e p  up and s t e p  d o w n  o n c e 
b e t w e e n  e a c h  signal. C o n t i n u e  w o r k i n g  on the task 
u n t i l  the  v o i c e  on the t ap e r e c o r d e r  t e l l s  you to m o v e  
on to the next exercise.
The s e c o n d  t a s k  c o n s i s t s  of a b e n t - k n e e  sit-up. 
W i t h  you r  m o t h e r  h o l d i n g  y o u r  f ee t and k e e p i n g  y ou r 
hands in front of yourself, try to c om p l e t e  one sit-up 
b et w ee n each signal (the e x p e r i m e n t e r  d e m o n s t r a t e d ) .  
C o n t i n u e  w o r k i n g  on this e x e r c i s e  u n t i l  the v o i c e  on 
the t a p e  r e c o r d e r  t e l l s  y o u  to m o v e  on to the n ex t 
t a s k .
The third and final exercise is an arm curl with 
this weight. Standing with your e l b o w  resting against 
your stomach, hold the weight in the hand that you do 
not w r i t e  w i t h  a nd l ift it f r o m  y o u r  leg up to you r 
s h o u l d e r  and l o w e r  it d o w n  again. P l e a s e  tr y to do 
one repetition b e t w e e n  each signal.
Y ou r  d o c t o r  has a s s u r e d  m e  t h a t  t h e s e  e x e r c i s e s  
w i l l  n ot c a u s e  y o u a n y  h a r m .  P l e a s e  do as m a n y  
r e p e t i t i o n s  as y o u  feel is a d v i s a b l e  b ut  do no t do 
m o r e  t ha n  o ne  r e p e t i t i o n  in b e t w e e n  e a c h  signal. You 
m a y  s t o p  w o r k i n g  on the e x e r c i s e s  at a n y  t i m e  t h a t  y o u 
begin to feel too tired or it begins to hurt too much.
The a d o l e s c e n t ' s  m o t h e r  w a s  t h e n  r e a d  the f o l l o w i n g  
instructions in the p resence of the adolescent:
. Y o u r  j ob  is to o b s e r v e  y o u r  c h i l d  as h e / s h e  
c omplete s each exercise task. Please have your child 
do as m a n y  r e p e t i t i o n s  as y ou  fee l  is a d v i s a b l e .  
P l e a s e  f eel f re e  to a s s i s t  y o u r  c h i l d  in anyway. In 
a d d i t i o n ,  p l e a s e  feel fre e to t a l k  to y ou r  c h i l d  
during the next 15 minutes.
I'll be in the room across the hall and I'll come 
b a c k  w h e n  y ou  h a v e  c o m p l e t e d  t he t a s k s  or w h e n  15 
m i n u t e s  h a v e  p a s s e d.  A r e  t h e r e  a n y  q u e s t i o n s ?  If 
not. I'll go and you can begin when the tape recorder 
signals you to. Please wait for the signal.
W hen the instructions had been read the e xp eriment er 
t u r n e d  on the t a p e  r e c o r d e r  and l ef t the room. The 
i n t e r a c t i o n  b e t w e e n  t h e  m o t h e r  a n d  t h e  c h i l d  w a s
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videotaped.
When 15 minutes had p a ssed, the exper i m e n t er joined 
the subjects. At that time, the pain diary was explained 
and the subject was asked to keep the pain diary over the 
following week (Appendix E). The adolescent was asked to 
bring the c o m p l e t e d  pai n d i a r y  to the n ext appointment, 
w h i c h  was s c h e d u l e d  for one w e e k  later. In addition , the 
adolescent, was a s ke d  to i n di c a t e  h o w  long h e / s h e  had 
s u f f e r e d  f r o m  the pain.
The second session was an identical replication of the 
first, e x ce pt  that the a d o l e s c e n t  w a s not. r e q u e s t e d  to 
c o m p l e t e  a n o t h e r  pain diary. Af te r the e x e r c i s e s  had 
been completed in the second session, the mother was asked 
to complete the Personality Inventory for Children (Wirt, 
Lachar, K l i n e d i n s t ,  & Seat, 1977) and the a d o l e s c e n t  w a s 
asked to c o m p l e t e  the F a m i l y  A d a p t a b i l i t y  and C o h e s i o n  
Evaluation Scale (Olson, Portner, & Bell, 1982).
The e x e r c i s e  t as ks  w e r e  in no w a y  i n te n d e d  to be a 
measure of pain threshold or tolerance but were part of a 
situation designed to elicit, pain behaviours and mother- 
child interactions.
Measures
1) Mother-Child Interaction Task
The m o t h e r - c h i l d  i n t e r a c t i o n  d u r i n g  the e x e r c i s e  
tasks was sco red us i ng  a v a r i a t i o n  of M a s h  and Terdal's 
response class matrix (Mash & Terdal, 1981). The response
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c l a s s  m a t r i x  p r o v i d e s  i n f o r m a t i o n  a b o u t  the a n t e c e d e n t s  
and c o n s e q u e n c e s  of a g i v e n  b e h a v i o u r  and c a p t u r e s  the 
reciprocal nature of an interaction.
The matrix has been used successfu ll y to measure the 
p a r e n t - c h i l d  i n t e r a c t i o n  of h y p e r a c t i v e  c h i l d r e n .  For 
example. Mash and Terdal (1981) reported excellent inter­
rater reliability (percent agreement above .87) for all of 
the c a t e g o r i e s  w h i c h  o c c u r r e d  m o r e  t h a n  10% of the time. 
In addition, Oliver (1981) d e m o ns tr at ed  the va li dity of a 
chi Id-teacher variant of this technique w h e n  she found a 
s i g n i f i c a n t  r e l a t i o n s h i p  b e t w e e n  a n u m b e r  of t h e  
categories and the Conner's Teacher Rating Scale.
In t h e  p r e s e n t  study, the m o t h e r - c h i l d  i n t e r a c t i o n  
during the tasks was scored in terms of m o t h e r  antecedent- 
c h i l d  c o n s e q u e n t  b e h a v i o u r  and c h i l d  a n t e c e d e n t - m o t h e r  
consequent behaviour. Each videotape was therefore scored 
t w i c e .  T h e  m a t r i c e s  u s e d  f o r  s c o r i n g  p u r p o s e s  a r e  
c o n t a i n e d  in A p p e n d i x  F. O p e r a t i o n a l  d e f i n i t i o n s  of the 
b e h a v i o u r  c a t e g o r i e s  ar e f o u n d  in A p p e n d i x  G. C h i l d  
b e h a v i o u r s  w e r e  c l a s s i f i e d  i nto f our c a t e g o r i e s :  p a i n
e x p r e s s i o n ,  o n - t a s k ,  o f f - t a s k  a n d  n e g a t i v e .  T h e  
categories of parent behaviour w ere d i f fe r en t depending on 
w hether the behaviour was antecedent or consequent. There 
w e r e  f iv e  c a t e g o r i e s  of p a r e n t  c o n s e q u e n t  b e h a v i o u r :  
e n c o u r a g i n g ,  d i s c o u r a g i n g ,  interaction, r e qu es t/comma nd , 
and no r es p o n s e .  The f ive p a r e n t  a n t e c e d e n t  b e h a v i o u r  
c a t e g o r i e s  w e r e  e n c o u r a g e  c o p i n g ,  d i s c o u r a g e  cop in g, 
i n t e r a c t i o n ,  r e q u e s t / c o m m a n d ,  a n d  no r e s p o n s e .
40
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
The v i d e o t a p e s  w e r e  s c o r e d  at 10 s e c o n d  i n t e r v a l s ,  
y i e l d i n g  a t ot a l of 180 b e h a v i o u r a l  s a m p l e s  per sub je ct. 
If m o r e  t han one i n t e r a c t i o n  o c c u r r e d  in a 10 s e c o n d  
i n t e r v a l ,  t h e  l a s t  c o m p l e t e  i n t e r a c t i o n  d u r i n g  t h e  
interval was recorded.
An i n d i v i d u a l  w h o  w a s  b l i n d  to the d e s i g n a t e d  g r o u p  
of each subject served as the p r i m a r y  coder of the m ot h er - 
child interactions. The author served as the reliability 
j u d g e  for 25% of th e t a p e s  w h i c h  w e r e  r a n d o m l y  s el e c t e d .  
K a p p a  v a l u e s  (Cohen, 1960) w e r e  c o m p u t e d  as an i n d e x  of 
inter-rater r el iability for the child antecedent, parent 
c o n s e q u e n t ,  p a r e n t  a n t e c e d e n t  a n d  c h i l d  c o n s e q u e n t  
b e h a v i o u r s .  R e s u l t s  r e v e a l e d  k a p p a  v a l u e s  of .85 for 
c h i l d  a n t e c e d e n t  b e h a v i o u r ,  .94 for p a r e n t  a n t e c e d e n t  
behaviour, .85 for child consequent behav iour,and .92 for 
p a r e n t  c o n s e q u e n t  b e h a v i o u r .  L a n d i s  and K o c h  (1977) 
i n d i c a t e  t h a t  k a p p a  v a l u e s  a b o v e  .81 i n d i c a t e  an a l m o s t  
p e r f e c t  l ev el  of a g r e e m e n t .  T h i s  i nd ex  is p r e f e r a b l e  to 
the use of p e r c e n t  a g r e e m e n t  as it c o r r e c t s  for c h a n c e  
expected agre ement (Kramer & Feinstein, 1981).
2) Pain Diary
T he  p a i n  d i a r y  is a s e l f - r e p o r t  t e c h n i q u e  w h i c h  
requires an individual to record the intensity of his/her 
p a i n  four t i m e s  a d a y  on a s c a l e  f r o m  0 (no pain) to 5 
(pain s uch t h a t  I can't do a n y t h i n g ) .  I n d i v i d u a l s  a ls o 
r e c o r d  o t h e r  s y m p t o m s  felt at the time, a n y  m e d i c a t i o n
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t a k e n  and p o s s i b l e  c a u s e s  for the pain. R i c h a r d s o n ,  
McGrath, C un nin gh am  and H umphreys  (1983) dem on st ra te d the 
inter-rater r el iability of pain diaries.
The p a i n  d i a r i e s  w e r e  u se d  p r i m a r i l y  as an index of 
o v e r a l l  p a i n  i n t e n s i t y  ( A p p e n d i x  E) . P ai n  i n t e n s i t y  w a s  
c a l c u l a t e d  by s u m m i n g  the i n t e n s i t y  r a t i n g s  for the one 
w e e k  p er iod. T h i s  v a l u e  w a s  p r o r a t e d  if t h e r e  w e r e  m o r e  
or less t h a n  28 r a t i n g s  in t h e on e w e e k  p eriod. In 
a d d i t i o n ,  the n u m b e r  of p a i n  f r e e  d a y s  and the p ea k  
intensity rating were calculated. Pain free days was the 
n um be r of days during the week in which all four ratings 
w e r e  zero. Peak intensity was the highest pain intensity 
rated during the one w ee k  period.
3) Personality Inventory for Children (PIC)
T h e  PIC is a 6 0 0 - i t e m  T r u e - F a l s e  q u e s t i o n n a i r e  
developed by Wirt, Lachar, Klinedinst and Seat (1977) to 
y i e l d  p e r s o n a l i t y  d e s c r i p t i o n s  of c h i l d r e n  b e t w e e n  the 
a g e s  of 3 and 16 ( A p p e n d i x  H ) . Th e q u e s t i o n n a i r e  w a s  
d e s i g n e d  to be c o m p l e t e d  by a s i g n i f i c a n t  o t h er ,  u s u a l l y  
t h e  c h i l d ' s  b i o l o g i c a l  m o t h e r  w h o  r e s p o n d s  to t h e  
q u e s t i o n s  a c c o r d i n g  to h e r  o p i n i o n  of h e r  c h i l d ' s  
behaviour.
A t o t a l  of 33 e m p i r i c a l l y  and r a t i o n a l l y  d e r i v e d  
scales can be scored from the PIC. However, the 16 scales 
of m o s t  s i g n i f i c a n c e  a re t h r e e  v a l i d i t y  s c a l e s ,  one 
screening scale for m a l a d j u s t m e n t  and 12 clinical scales. 
T h e  t h r e e  v a l i d i t y  s c a l e s  (Lie, F , an d D e f e n s i v e n e s s )
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i d e n t i f y  a p a re nt 's  t e n d e n c y  to be d e f e n s i v e  a b o u t  their 
c h i l d ' s  b e h a v i o u r  as w e l l  as r e s p o n s e  s e t s .  P o o r  
p s y c h o l o g i c a l  a d j u s t m e n t  and a need for p s y c h o l o g i c a l  
e v a l u a t i o n  are m e a s u r e d  by the A d j u s t m e n t  scale. Th e 12 
c l i n i c a l  s c a l e s  ( A c h i e v e m e n t ,  I n t e l l e c t u a l  S c r e e n i n g ,  
D e v e l o p m e n t ,  S o m a t i c  C o n c e r n ,  D e p r e s s i o n ,  F a m i l y  
R e l a t i o n s ,  D e l i n q u e n c y ,  W i t h d r a w a l ,  A n x i e t y ,  P s y c h o s i s ,  
H y p e r a c t i v i t y ,  and S o c i a l  Skills) s u g g e s t  an i n c r e a s i n g  
likelihood of pathology with increasing positive deviation 
f r o m  the mean. A p p e n d i x  I c o n t a i n s  a d e s c r i p t i o n  of the 
clinical scales. T-scores are derived from the raw scores 
on e a c h  of the 16 s c a l e s  and c an be p l o t t e d  on p r o f i l e  
sheets for males and females.
N o r m s  w e r e  d e v e l o p e d  on a l a r g e  n o r m a t i v e  s a m p l e  
(^=2390) of approximately 100 children of each sex at each 
age level between 5.5 and 16.5 years of age.
W ir t , L ac har, K l i n e d i n s t  and S e a t  (1977) r e p o r t e d  
that six of the clinical scales (Adjustment, Achievement, 
I n t e l l e c t u a l  S c r e e n i n g ,  D e l i n q u e n c y ,  P s y c h o s i s ,  and 
Hyperactivity) predicted an independent external criterion 
( s u c h  as t e a c h e r  r a t i n g  of h y p e r a c t i v i t y ,  a c a d e m i c  
a chievement or diagnosis of psychosis). Since that time, 
s e v e r a l  s t u d i e s  h a v e  f o u n d  the PIC p r o f i l e  s c a l e s  to 
predict meaningful independent external criteria (Gdowski, 
1978; Lachar, B u t k u s , & Hryhorczuk, 1978).
The manual indicates that test-retest reliability was 
h i g h  (a verage r e l i a b i l i t y  c o e f f i c i e n t =.86) over a m e a n
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period of 15.2 days for a sample of 34 clinical patients.
4)Family Adaptability and Cohesion Evaluation Scale(FACES) 
FACES is a 30 item scale developed by Olson, Portner 
and Bell (19 82) to m e a s u r e  an i n d i v i d u a l ' s  p e r c e p t i o n  of 
h i s / h e r  f a m i l y  ( A p p e n d i x  J). The i t e m s  are at a s e v e n t h  
g r a d e  r e a d i n g  l e v e l  and i n d i v i d u a l s  r e s p o n d  to t h e m  on a 
f i v e - p o i n t  r e s p o n s e  s c a l e  r a n g i n g  f r o m  a l m o s t  a l w a y s  to 
almost never. The scale measures two di m e n s i o n s  of family 
b e h a v i o u r :  c o h e s i o n  a n d  a d a p t a b i l i t y .  T h e  f i r s t
dimension, cohesion, is defined as "the emotional bonding 
th a t  f a m i l y  m e m b e r s  h a v e  t o w a r d  one another". (Olson, 
P o r t n e r  & Bell, 1982, p. 5). T h e r e  a re four l e v e l s  of 
c o h e s i o n  w h i c h  r a n g e  f r o m  e x t r e m e l y  l o w  (disengaged) to 
extremely high (enmeshed). The two m i d d l e  levels referred 
to as s e p a r a t e d  a n d  c o n n e c t e d  a r e  c o n s i d e r e d  to b e  
characteristic of m o r e  balanced families.
The s e c o n d  d i m e n s i o n  , a d a p t a b i l i t y ,  is d e f i n e d  as 
"the a b i l i t y  of a m a r i t a l  or f a m i l y  s y s t e m  to c h a n g e  its 
' p o w e r  s t r u c t u r e ,  r o l e  r e l a t i o n s h i p s ,  and r e l a t i o n s h i p  
rules in response to situational and d e v e l opmental stress" 
(Olson, P o r t n e r  & Bell, 1982, p. 5). T h e  four l e v e l s  of 
adaptability range from extremely low (rigid) to extremely 
high (chaotic), with the two m i d-range levels referred to 
as flexible and structured.
The scale is designed so that it can be administered 
t w i c e ;  the f i r s t  a d m i n i s t r a t i o n  to d e t e r m i n e  h o w  an 
individual currently sees his/her family and the second to
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d e t e r m i n e  h o w  t h e y  w o u l d  i d e a l l y  l i k e  it to be. A 
c o m p a r i s o n  of the t w o  a d m i n i s t r a t i o n s  e n a b l e s  o n e  to 
assess the level of satisfaction within the family system 
as w e l l  as p r o v i d i n g  i n f o r m a t i o n  on h o w  the i n d i v i d u a l  
would like to see their family change.
C o h e s i o n  s c o r e s  r a n g e  f r o m  16 t o  80 w h i l e  
a d a p t a b i l i t y  s c o r e s  r a n g e  f r o m  15 to 70. T h e  n o r m a t i v e  
s a m p l e  c o n s i s t e d  of 2,082 p a r e n t s  and 416 a d o l e s c e n t s .  
Separate norms are provided for parents and adolescents.
Their factor analysis revealed two major factors with 
c o h e s i o n  i t e m s  l o a d i n g  on F a c t o r  O n e  and a d a p t a b i l i t y  
items on Factor T wo (Olson, Portner, & Bell, 1982).
Test-retest reliability on a sample of 124 university 
and h i g h  s c h o o l  s t u d e n t s  over a four w e e k  p e r i o d  w a s  
a s s e s s e d  on an e a r l i e r  50 i t e m  v e r s i o n  of the scale. 
P earson-product m o m e n t  correlations were .84 for the total 
s c a l e ,  .83 f o r  c o h e s i o n  a n d  .80 f o r  a d a p t a b i l i t y .  
Internal consistency on a s ample of 2,412 respondents was 
h i g h  ( cL = .90 for t he t o t a l  s cale, cA. = .87 for c o h e s i o n ,  
^ = . 7 8  for adaptability) .
D e p e n d e n t  Variables
A t o t a l  of 14 d e p e n d e n t  v a r i a b l e s  w h i c h  w e r e  of the 
g r e a t e s t  t h e o r e t i c a l  s i g n i f i c a n c e  w e r e  d e r i v e d  f r o m  the 
two response class matrices. These 14 variables reflected 
adolescent behaviours, parent behaviours and mother - c h i l d 
interaction. The four d e pendent variables which reflected
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adolescent behaviours were pain expression, on-task, off- 
task, and negative. The two parent behaviours, encourage 
c o p i n g  a n d  d i s c o u r a g e  c o p i n g ,  w e r e  a l s o  d e p e n d e n t  
variables. Fina l l y ,  the m o t h e r - c h i l d  i n t e r a c t i o n s  w e r e  
r e f l e c t e d  by the f o l l o w i n g  e i g h t  d e p e n d e n t  v a r i a b l e s :  
pain expression-encourage; pain expression-discourage; on 
t a s k - e n c o u r a g e ; on t a s k - d i s c o u r a g e ;  off t a s k - e n c o u r a g e ;  
off t a s k - d i s c o u r a g e ;  ' n e g a t i v e - e n c o u r a g e ;  n e g a t i v e -  
d i scour a g e .
T h e  t h i r t e e n  c l i n i c a l  s c a l e s  a nd t h e  g e n e r a l  
m a l a d j u s t m e n t ,  s c a l e  of the P e r s o n a l i t y  I n v e n t o r y  for 
Children (PIC), provided an additional fourteen dependent 
variables. Finally, two dependent variables were derived 
from the Family Adaptability and Cohesion Evaluation Scale 
(FACES), cohesion and adaptability.
T h e r e f o r e ,  t h e r e  w e r e  a t o t a l  of 30 d e p e n d e n t  
variables in the study.
46
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
CHAPTER 3 
RESULTS
T h e  r e s u l t s  of t h i s  s t u d y  v;i 11 be p r e s e n t e d  in the 
fol l o w i n g  manner. First, the characteristics of the pain 
t h a t  the t w o  g r o u p s  e x p e r i e n c e d  w i l l  be e x a m i n e d .  Th i s 
w il l  be followed by an e x a m i n a t i o n  of the c o n s i s t e n c y  of 
t h e  sub j e c t s '  b e h a v i o u r  o v e r  the t w o  s e s s i o n s .  T h e n  the 
statistical analyses related to the testing of the ma j o r  
hyp o t h e s e s  will be presented. This section wil l  include 
t h e  a n a l y s e s  of the o b s e r v a t i o n a l  data, t he p e r s o n a l i t y  
a nd the f a m i l y  q u e s t i o n n a i r e s .  D u e  to the m u l t i v a r i a t e  
n a t u r e  of t h e  d e s i g n ,  t h e  d a t a  w e r e  a n a l y z e d  b y  
H o t e l l i n g ' s  T ^ . In a d d i t i o n ,  u n i v a r i a t e  a n a l y s e s  w e r e  
c a l c u l a t e d .  D i s c r i m i n a n t  f u n c t i o n  a n a l y s e s  w e r e  a l s o  
c alculated in order to identify the variables w h i c h  w e r e  
the best indicators of group membership. These statistics 
a r e  p r e s e n t e d  in t he d i s c r i m i n a n t  a n a l y s i s  s e c t i o n .
The SPSS and B M D P  statistical packages w e r e  used for 
the statistical analyses.
C h a r a c t eristics of Pain
T h e  m a j o r  c o n c e r n  of t h e  s t u d y  w a s  w i t h  t h e  
differential m o t h e r - c h i l d  interactions of coping and n o n ­
c o p i n g  p a i n  p a t i e n t s  as w e l l  as p e r s o n a l i t y  a n d  f a m i l y  
characteristics. H o w e v e r , the characteristics of the pain
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e xperienced by the adolescents m a y  have been a confounding 
v a r i a b l e  and thu s  m a y  h a v e  e x p l a i n e d  t he c o p i n g  and n o n ­
c o p i n g  b e h a v i o u r  of the t w o  g r o ups. For t h i s  r e a s o n ,  a 
n u m b e r  of f a c t o r s  w e r e  d e r i v e d  f r o m  the p a i n  d i a r y .  For 
e x a m p l e ,  p a i n  i n t e n s i t y  w a s  c a l c u l a t e d  by s u m m i n g  the 
i n t e n s i t y  r a t i n g s  o v e r  t he o n e  w e e k  p e r i o d .  A t e s t 
indicated that there was no significant di f f e r e n c e  b e t w e e n  
t he i n t e n s i t y  of t h e  p a i n  e x p e r i e n c e d  b y  t he t w o  g r o u p s ,  
_t (18) =1.12, n.s. T h e  n u m b e r  of p a i n  f r e e  d a y s  w a s  a l s o  
d e r i v e d  f r o m  t h e  p a i n  d i ary. A _t - t e s t  i n d i c a t e d  t h a t  
there was no significant dif f e r e n c e  b e t w e e n  the two groups 
on t h i s  f a c t o r ,  \t(18)=.19, ns. T h e r e  w a s  no s i g n i f i c a n t  
d i f f e r e n c e  b e t w e e n  the t w o  g r o u p s  on t h e  f i n a l  m e a s u r e  
d e r i v e d  f r o m  t he p a i n  d i a r y ,  p e a k  i n t e n s i t y ,  _t (18) = 1 .2 0 , 
n s .
In a d d i t i o n ,  the d u r a t i o n  of the p a i n  e x p e r i e n c e d  by 
the. t w o  g r o u p s  w a s  e x a m i n e d .  T h a t  is, s u b j e c t s  w e r e  
asked how long they had experienced their pain in years. A 
_t-test ‘indicated that there was no dif f e r e n c e  b e t w e e n  the 
t w o  g r o u p s  on the v a r i a b l e  of d u r a t i o n ,  ^(18)=.71, ns.
A s u m m a r y  of the m e a n s  and s t a n d a r d  d e v i a t i o n s  of 
these variables is presented in Table 2.
Thus, hypothesis 1 is supported. Subjects in the two 
g r o u p s  h a v e  had to d e a l  w i t h  p a i n  of s i m i l a r  i n t e n s i t y  
over the same length of time.
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Table 2
Means, standard deviations and t-values for characteristic
of pain variables over a one week period (n = 1 0  per qroup)
Var i able Copers .Non-Copers
M SD M SD ;t
Intensity 
( sum)
13.70 12.28 2 2 . 0 0 19.89 ■ 1.12
Number of 
Pain Free 
Days
3.40 2.55 3.20 2.25 .19
Peak 
Intens i ty
2.80 1.48 3.60 1.51 1 . 2 0
Duration
(years)
2.80 2.70 3.70 3.00 .71
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Behavioural Variability over the Two Sessions
Subjects were required to participate in the exercise 
t a s k s  o v e r  t w o  s e s s i o n s  in an a t t e m p t  to c o l l e c t  
s u f f i c i e n t  d a t a  a b o u t  the m o t h e r - c h i l d  i n t e r a c t i o n s  as 
many of the observed behaviours were of low frequency. In 
add i t i o n ,  the b e h a v i o u r  in the t w o  s e s s i o n s  p r o v i d e d  
i n f o r m a t i o n  a b o u t  t h e  c o n s i s t e n c y  of t h e  o b s e r v e d  
b e h a v i o u r s .  The r e l e v a n t  d e p e n d e n t  v a r i a b l e s  for this 
analysis were the four child behaviours and the two parent 
b e h a v i o u r s .  A m u l t i v a r i a t e  a n a l y s i s  of the 6 d e p e n d e n t  
variables was non-significant, ^ 2 = 1 3 .0 4  ^ ^(5,14)=2.06, ns.
Paired univariate tests of the observed child and parent 
behaviours over the two sessions are presented in Table 3. 
All of the 6 _t-tests w e r e  found to be n o n - s i g n i f i c a n t .  
The results suggest that the behaviour of both mothers and 
a d o l e s c e n t s  w a s  c o n s i s t e n t  over the t w o  ses s i o n s .  The 
s a m e  a n a l y s e s  for t h e  n o n - c o p i n g  a n d  c o p i n g  g r o u p s  
c o n s i d e r e d  s e p a r a t e l y  y i e l d e d  s i m i l a r  r e s u l t s ,  all n o n ­
s i g n i f i c a n t  ( A ppendix K ) . T h e s e  non-significant results 
i n d i c a t e  that t h e r e  w a s  no s i g n i f i c a n t  v a r i a t i o n  in the 
behaviour of the subjects over the two sessions. For the 
p u r p o s e s  of the f u r t h e r  a n a l y s e s ,  the t w o  s e s s i o n s  w e r e  
considered as one. That is, all dependent variables were 
calculated by summing the data for each subject from the 
two sessions.
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Table 3
Means. standard deviation and t-values of frequency of 
subjects' behaviour over two sessions (M=2 0)
Vari a b l e Session 1 Session 2
M_ SD Ü SD
Child Behaviours
Pain Expression 2.70 4.03 1.60 2.48 1. 38
On-Task 81.10 11.57 81.30 12.92 .13
Off-Task 3.35 6.74 5.45 10.47 1 . 8 6
Negative 2.8 5 3.77 1.65 3.21 1.29
Parent Behaviours
Encourage Coping 1.45 1.96 1 . 1 0 1. 55 .78
D i s courage Coping 2.95 3 .63 2.05 1.96 1.52
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Hypothesis Testing
1)Obser v a t i o n a l  Data
T h e  v a r i a b l e s  f r o m  the r e s p o n s e  c l a s s  m a t r i x  w e r e  
divided into blocks of logically and t h e o retically related 
v a r i a b l e s  for s t a t i s t i c a l  a n a l y s i s .  T h e  s t a t i s t i c a l  
analysis of the observational data will thus be presented 
in t h r e e  s e c t i o n s :  c h i l d  a n t e c e d e n t  b e h a v i o u r ,  p a r e n t
a n t e c e d e n t  b e h a v i o u r ,  a n d  c h i l d  a n t e c e d e n t — p a r e n t  
c o n s e q u e n t  b e h a v i o u r .  M u l t i v a r i a t e  a n d  u n i v a r i a t e  
a n a l y s e s  w i l l  be p r e s e n t e d  for e a c h  b l o c k  of v a r i a b l e s .  
The univariate analyses are presented for both significant 
and non - s i g n i f i c a n t  m u l t i v a r i a t e  analyses to provide the 
reader with i n f o r mation about the variables. However, in 
the c a s e  of a n o n - s i g n i f i c a n t  m u l t i v a r i a t e  a n a l y s i s ,  
significant univariate analyses should be interpreted with 
e x t r e m e  c a u t i o n .  For all of t h e  u n i v a r i a t e  a n a l y s e s ,  
tests of the h o m o g e n e i t y  of vari a n c e  w e r e  calculated. If 
t he te s t  for h o m o g e n e i t y  of v a r i a n c e  w a s  s i g n i f i c a n t ,  
u n i v a r i a t e  - t e s t s  b a s e d  on s e p a r a t e  v a r i a n c e  e s t i m a t e s  
' are reported. If the test of h o m o g e n e i t y  of v a r i a n c e  was 
n o n - s i g n i f i c a n t ,  a _t-test b a s e d  on a p o o l e d  v a r i a n c e  
estimate is reported.
Child A n t e cedent Behaviour 
The m u l t i v a r i a t e  analysis was calculated using three 
of t h e  f o u r  d e p e n d e n t  v a r i a b l e s  d u e  to t h e  l i n e a r  
d e p e n d e n c e  of t h e  f o u r  c h i l d  a n t e c e d e n t  b e h a v i o u r  
v a r i a b l e s  (Harris, 1975). T he m u l t i v a r i a t e  a n a l y s i s  of
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the three dependent variables, (pain expression, on-task, 
and off-task) indicated an overall s i g n i ficant d i f f erence 
b e t w e e n  the two groups, T 2 = 12.17, F (3,16) =3.61, p^<.05.
H o m o g e n e i t y  of variance was e x a m i n e d  by calculating 2  
tests of the sample variances for the dependent variables. 
T he r e s u l t s  of the a n a l y s e s  i n d i c a t e d  h e t e r o g e n e i t y  of 
v a r i a n c e  for the s a m p l e s  on e a c h  of the four v a r i a b l e s .  
(Table 4)
Due to the unequal variances, u n i v a r i a t e  _t-tests based 
on separate variance esti m a t e s  rather than pooled variance 
e s t i m a t e s  were calculated. The u n i v a r i a t e  analyses of the 
f o u r  d e p e n d e n t  v a r i a b l e s  s h o w e d  t h r e e  s i g n i f i c a n t  
d i f f e r e n c e s  in c h i l d  a n t e c e d e n t  b e h a v i o u r  b e t w e e n  the 
c o p i n g  a n d  n o n - c o p i n g  g r o u p s .  T h e s e  a n a l y s e s  a r e  
s u m m a r i z e d  in T a b l e  5. It w a s  f o u n d  t h a t  the n o n - c o p i n g  
. s u b j e c t s  e x p r e s s e d  s i g n i f i c a n t l y  m o r e  p a i n ,  e n g a g e d  in 
s i g n i f i c a n t l y  m o r e  n e g a t i v e  b e h a v i o u r  and w e r e  o n - t a s k  
s i g n i f i c a n t l y  l e s s  t i m e  t h a n  w e r e  t h e  c o p i n g  s u b j e c t s .  
However, there was no statistical d i f f e r e n c e  b e t w e e n  the 
t w o  g r o u p s  in the a m o u n t  of t i m e  t h a t  t h e y  t h e y  w e r e  off 
task. T h e  f i n d i n g  tha t  n o n - c o p i n g  s u b j e c t s  e x p r e s s e d  
s i g n i f i c a n t l y  m o r e  p a i n  and e n g a g e d  in m o r e  n e g a t i v e  
behaviour than the coping subjects supports hypotheses 2 
and 4. Hypothesis 3 was partially supported in that n on­
coping adolescents engaged in s i g n i f i c a n t l y  less on-task 
b e h a v i o u r  t h a n  c o p i n g  a d o l e s c e n t s  , b u t  t h e r e  w a s  no 
statistical difference in off-task behaviour.
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Table 4
F-tests of sample variances for child antecedent
behaviours
Var i able Copers N on-copers
2 2_s s_ F
Pain Expression 1.59 49.98 31.25 ***
On-Task 81.90 812.25 9.93 **
Off-Task 76.74 470.46 6.13 *
Negative 1 . 8 8 39.69 2 1 . 1 2  ***
* £<.05
** £ < . 0 1  
* * *  £<.001
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Table 5
Means, standard deviations and t-values of the frequency 
of child antecedent behaviours (n = 1 0 per g r o u p )
Var i able Copers Non -copers
Ü, SD M SD t
Pain
expression
1.60 1.26 7.00 7 .07 2.38 *
On-Task 173 .40 9 .05 151.40 28.50 2. 33 *
Off-Task 3.90 8.76 13.70 21.69 1.32
Negative 1 . 1 0 1.37 7.90 6 . 30 3.34 **
* £<.05
* *  £<.01
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Parent Behaviour
A m u l t i v a r i a t e  a n a l y s i s  of t h e  t w o  d e p e n d e n t  
v a r i a b l e s  i n d i c a t e d  an o v e r a l l  s i g n i f i c a n t  d i f f e r e n c e  
b e t w e e n  t h e  g r o u p s  on p a r e n t  b e h a v i o u r ,  2 ^ = 1 6.62,  
F(2 ,17)=7.85, £<.01.
F - t e s t s  of the s a m p l e  v a r i a n c e s  i n d i c a t e d  u n e q u a l  
variances for the s a m p l e s  on the t wo dep e n d e n t  variables. 
These results are presented in Table 6 .
U n i v a r i a t e  2"" t e s t s  b a s e d  on s e p a r a t e  v a r i a n c e  
e s t i m a t e s  revealed significant group d i f f e r e n c e s  on one of 
t h e  d e p e n d e n t  v a r i a b l e s ,  d i s c o u r a g e  c o p i n g .  T h e s e  
analyses are s u m m a r i z e d  in Table 7. The results indicate 
that m o t hers of non-coping adolescents d i s c o u r a g e d  coping 
b e h a v i o u r  s i g n i f i c a n t l y  m o r e  o f t e n  t h a n  t h e  m o t h e r s  of 
c o p i n g  a d o l e s c e n t s .  T h e s e  r e s u l t s  s u p p o r t  h y p o t h e s i s  5. 
In addition, the m o t h e r s  of non-copers encouraged coping 
mo r e  frequently than the m o t hers of copers , although the 
statistical c o m p a r i s o n  did not reach significance at the 
.05 l e v e l  (2(11-5) =2.08, £<.10). T h i s  f i n d i n g  w a s  in
direct contr a d i c t i o n  to hypothesis 6 .
Child A n t e c e d e n t - P a r e n t  Con s e q u e n t  Behaviours
The a n a l y s e s  of c h i l d  a n t e c e d e n t - p a r e n t  c o n s e q u e n t  
b e h a v i o u r s  c a u s e d  s o m e  c o n c e r n  as the v a l u e s  of t h e s e  
dependent variables we r e  linked in that they depended on 
the occurrence of child antecedent behaviours. A number 
of d i f f i c u l t i e s  a r i s e  w i t h  t h i s  t y p e  of d e p e n d e n t  
variable. For e x a m p l e , if absolute n u m b e r s  from the inner
■
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Table 6
F-tests of sample ' variances for parent antecedent
b ehaviours
Var i able Copers Non-copers
F
Encourage
Coping
1.80 1 2 . 60 7.06 **
Discourage
Coping
1.82 28.09 15.30 ***
* *  £<.01 
* * *  £<.001
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Table 7
Means, standard de v i a t i o n s  and t-values of the frequency
of parent antecedent be h a v i o u r s  (n = 1 0  per qroup)
.
Variable Copers Non-copers
M SD M SD t_
Encourage
coping
Discourage  
coping .
1.30 1.34 3.80 3.55 
1.50 1.35 8.50 5.30
2.08 
4.05 **
*  * £<. 01
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c e l l s  of the r e s p o n s e  c l a s s  m a t r i x  are used, one is in 
e f f e c t  i g n o r i n g  the fact that one g r o u p  of s u b j e c t s  m a y  
have exhibited significantly more of a specific behaviour 
(e.g., pain expression). The use of percentages takes into 
a c c o u n t  the o c c u r r e n c e  of the child's b e h a v i o u r  but 
c r e a t e s  a n o t h e r  d i f f i c u l t y .  For e x a m p l e ,  a m o t h e r  w h o  
encouraged pain expression five out of the ten times that 
her c h i l d  e x p r e s s e d  pa i n  w o u l d  be s c o r e d  as 50% for p a i n  
express ion-encourage. Another mother who encouraged pain 
e x p r e s s i o n  onc e  out of the one t i m e  t h a t  t h e i r  c h i l d
e x p r e s s e d  p a i n  w o u l d  be s c o r e d  as 1 0 0 % f o r  p a i n
expression-encourage. Thus, it can be seen that the use of 
p e r c e n t a g e s  can also d i s t o r t  the s i t u a t i o n .  T h e r e f o r e  
t h e s e  l i n k e d  d e p e n d e n t  v a r i a b l e s  w e r e  c a l c u l a t e d  and 
analyzed in both ways. The first analysis is of absolute
values from the matrix cells and the second analysis is of
the percentages.
Child Antecedent-Parent Consequent Behavi o u r s : Absolute Values
A multivariate analysis was calculated on the eight 
child antecedent-parent consequent variables. Hotelling's 
T^ s h o w e d  a s i g n i f i c a n t  g r o u p  d i f f e r e n c e  on t h e s e  e i g h t  
v a r i a b l e s ,  t2 = 51.95, F (8 ,11) =3.97, £<.05.
Tests of the homogeneity of variance are summarized 
in T a b l e  8 . T h e  r e s u l t s  i n d i c a t e d  h o m o g e n e i t y  of 
v a r i a n c e  on one of the d e p e n d e n t  v a r i a b l e s ,  on task- 
e n c o u r a g e .  H e t e r o g e n e i t y  of v a r i a n c e  w a s  i n d i c a t e d  on 
seven of the dependent variables.
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Table 8
consequent behaviours - Absolute Values
Var i able Copers Non-copers
s 2 s^ F
Pain expression- 
encourage
. 1 0 8.47 84.44 ***
Pain expression- 
discourage
. 1 0 .40 4.00 *
On task- 
encour age
2 . 0 2 3.57 1.77
On task- 
discourage
2 . 2 2 18.49 8 .28 **
Off task- 
encourage
0 . 0 0 4.88 — — — —
Off task- 
discourage
. 18 1 . 6 6 9.31 * *
Negative-
encourage
. 1 0 .98 9.89 * *
Negative- 
discourage
. 1 0 2.62 26.22 ***
* £< . 05
* * £ < . 0 1
* ** £< . 0 0 1
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The u n i v a r i a t e  a n a l y s i s  for the d e p e n d e n t  v a riable,  
on task-encourage, is based on a pooled variance estimate. 
The 2" t:es t s based on s e p a r a t e  v a r i a n c e  e s t i m a t e s  are 
r e p o r t e d  for the other seven d e p e n d e n t  variables. The 
u n i v a r i a t e  a n a l y s e s  r e v e a l e d  t wo s i g n i f i c a n t  d e p e n d e n t  
v a r i a b l e s  (Table 9). M o t h e r s  of n o n - c o p i n g  s u b j e c t s  
d i s c o u r a g e d  o n — task b e h a v i o u r  and e n c o u r a g e d  n e g a t i v e  
b e h a v i o u r  s i g n i f i c a n t l y  m o r e  o f t e n  than did m o t h e r s  of 
c o p i n g  subjects. The f i n d i n g  that the m o t h e r s  of n o n ­
c o p i n g  s u b j e c t s  d i s c o u r a g e d  o n - t a s k  b e h a v i o u r  
s i g n i f i c a n t l y  m o r e  o f t e n  than did the m o t h e r s  of c o p i n g  
s u b j e c t s  s u p p o r t s  h y p o t h e s i s  8 . H y p o t h e s i s  7 was a b o u t  
t h r e e  v a r i a b l e s ,  pa i n  e x p r e s s i o n - e n c o u r a g e ,  off task-  
e n c o u r a g e ,  and n e g a t i v e - e n c o u r a g e .  A l t h o u g h  all of the 
three behaviours were in the expected direction, only one 
of the three was significantly different between the two 
g r o u p s .  T h a t  is, m o t h e r s  of n o n - c o p e r s  e n c o u r a g e d  
negative behaviour significantly more often than mothers 
of c o p e r s  but there w as no s t a t i s t i c a l  d i f f e r e n c e  on the 
. v a r i a b l e s  of p a i n  e x p r e s s i o n - e n c o u r a g e  and off task- 
encourage.
Child Antecedent-Parent Consequent B e h a v i o u r s : Percentages 
T h e  v a l u e s  in t h e  f o l l o w i n g  a n a l y s e s  w e r e  
p e r c e n t a g e s .  That is, g i v e n  a s p e c i f i c  c h i l d  b e h a v i o u r ,  
w h a t  p e r c e n t a g e  of the t i m e  did m o t h e r s  r e s p o n d  in a 
specific w a y .
H o t e l l i n g ' s  T^ on the e i g h t  c h i l d  a n t e c e d e n t - p a r e n t
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Table 9
Means, standard deviations and t- values o f the frequency
of child antecedent- parent consequent behaviours -
Absolute Values (n= 1 0  per group)
Variable Copers Non-copers
Ü SD IL SD t
Pain expression- 
encourage
. 1 0 . 32 2 . 0 0 2.91 2.06
Pain expression- 
discourage
. 1 0 . 32 . 2 0 .63 .45
On task- 
encourage
1.30 1.42 1.70 1.89 .54
On task- 
discourage
1.30 1.49' 4.50 4.30 2 . 2 2  *
Off task- 
encourage
0 . 0 0 0 . 0 0 1 . 0 0 2 . 2 1 1.43
Off task- 
d i scourage
. 2 0 .42 .90 1.29 1.63
Negative-
encourage
. 1 0 .32 .90 .99 2.4 2 *
Negative- 
discourage
. 1 0 .32 .80 1 . 62 1.34
* £<.05
•
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c o n s e q u e n t  v a r i a b l e s  w a s  n o n - s i g n i f i c a n t ,  ^2=28.98, 
F ( 8 ,ll)= 2 .2 1 , ns.
F-tests for homogeneity of variance indicated unequal 
v a r i a n c e s  for the s a m p l e s  on t h r e e  of the d e p e n d e n t  
variables, on task-encourage, on task-discourage and off 
task-encourage. Homogeneity of variance was indicated on 
the other five v a r i a b l e s ,  (Table 10).
U n i v a r i a t e  a n a l y s e s  w e r e  e x a m i n e d  to c o m p a r e  to 
a b s o l u t e  v a l u e  analyses. The _t-tests b a s e d  on s e p a r a t e  
variance estimates were calculated for the three dependent 
variables with unequal variances. All other calculated at­
tests are based on pooled variance estimates. The results 
are s u m m a r i z e d  in T a b l e  11. The v a r i a b l e ,  on task- 
d iscourage, w a s  s i g n i f i c a n t l y  d i f f e r e n t  b e t w e e n  the t w o  
g r o u p s ,  Jt (11.1 ) = 2 . 4 9 , _£<.05. A l l  o t h e r  u n i v a r i a t e
a n a l y s e s  w e r e  n o n - s i g n i f i c a n t .  The f i n d i n g  th a t  the 
m o t h e r s  of n o n - c o p e r s  d i s c o u r a g e d  o n - ta sk b e h a v i o u r  
s i g n i f i c a n t l y  m o r e  o f t e n  than, the m o t h e r s  of c o p e r s  
s u p p o r t s  h y p o t h e s i s  8 . A l t h o u g h  a ll of t h e  t h r e e  
•behaviours in Hypothesis 7 were in the expected direction, 
th e r e  was no s t a t i s t i c a l  d i f f e r e n c e  on any of the three 
variables (pain expression-encourage, negative-encourage, 
and off task-encourage).
2 )Questi onna ires
Personality Inventory for Children
H o t e l l i n g ' s  T^ on the 14 d e p e n d e n t  v a r i a b l e s  w a s  
n o n - s i g n i f i c a n t ,  t 2 = 20 8.55, F( 14,5) =4.14, ns.
■ 63
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Table 10
consequent behaviours - Percentages (n=10 per group)
Var iable Copers Non-copers
2 2s s F
Pain expression- 249 . 96 568.35 2.27
encourage
Pain expression- 62. 57 81.72 1. 31
d i scourage
On task- .62 3 . 50 5. 55 *
encourage
On task- .71 5.86 8.33 **
discourage
Off task- 0 . 0 0 48 .58
encourage
Off task- 20.61 40.20 1.95
discourage
Negative- 62 . 57 231.65 3.71
encourage
Negative- 1 1 0 . 8 8 8 8 .92 1.25
discourage
* £<.05
* *  £<.01
6 4
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Table 11
of child antecedent-parent consequent behaviours
Percentages (n= 1 0 per group)
Var iable Copers Non-copers
ü SD M SD
Pain expression- 
encourage
5 . 00 15.81 17.28 23.84 1. 36
Pain expression- 
discourage
2. 50 7. 91 2 . 8 6 9.04 . 09
On task- 
encourage
.80 .79 1. 35 1.87 . 8 6
bn task- 
discourage
.79 .84 2.80 2.42 2.49 *
Off task- 
encourage
0 . 0 0 0 . 0 0 3.93 6.97 1.78
Off task- 
d i scourage
1.79 4 . 54 3.47 6.34 . 6 8
Negat ive- 
encourage
2.50 7.91 11.42 15.22 1. 64
Negat ive- 
discourage
3 . 3 3 10.53 5. 22 9.43 .42
£<.05
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F^-tests of sample variances indicated that there was 
homogeneity of variance on all of the dependent variables, 
wi t h  the e x c e p t i o n  of the F a m i l y  R e l a t i o n s  Scale. These 
results are presented in Table 12.
The univariate analyses are therefore based on pooled 
variance estimates, with the exception of the analysis of 
the Family Relations Scale, which was based on a separate 
v a r i a n c e  e s t i m a t e .  U n i v a r i a t e  a n a l y s e s  r e v e a l e d  one 
s i g n i f i c a n t  r e s u l t  on the a c h i e v e m e n t  scale, ^(18)=2.39, 
£<.05. Results indicated that subjects in the non-coping 
g r o u p  had s i g n i f i c a n t l y  h i g h e r  s c o r e s  on this scale as 
c o m p a r e d  to t h e  c o p i n g  g r o u p .  H o w e v e r ,  t h e  m e a n  
a c h i e v e m e n t  score for the n o n - c o p i n g  g r o u p  w a s  not at a 
level which would be interpreted as suggesting difficulty 
in school a c h i e v e m e n t  for that g r o u p  (i.e., ^>60). The 
hypothesis that non-coping adolescents would be perceived 
as being less w e l l  a d j u s t e d  and as h a v i n g  m o r e  s o m a t i c  
c o n c e r n  than the c o p i n g  a d o l e s c e n t s  w a s  not supported. 
Table 13 presents a s u m m a r y  of the analyses for the PIC.
Family Adaptability and Cohesion Evaluation Scale
T here w as no s i g n i f i c a n t  d i f f e r e n c e  b e t w e e n  the 
g r o u p s  on t h e  t w o  d e p e n d e n t  v a r i a b l e s ,  2 ^  = 3.52, 
F (2 ,16) = 1.66 , ns.
Homogeneity of variance was indicated on both of the 
dependent variables. (Table 14)
U n i v a r i a t e  a n a l y s e s  b a s e d  on p o o l e d  v a r i a n c e  
e s t i m a t e s  w e r e  n o n - s i g n i f i c a n t .  T h e s e  a n a l y s e s  are
66
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Table 12
F-tests of sample variances for the PIC
Var i able Copers Non-copers
s^ s^ F
Defensiveness 79.39 105.47 1.33
Adjustment 90.25 255.68 2.83
Achievement 30.14 111.72 3.71
Intellectual
Screening
110.04 44.36 2.48
Development 36 . 00 111.51 3.10
Somati c 181.98 166.15 1 . 1 0
Concern
Depression 98.01 123.65 1 . 26
Family ’ 
Relations
13.76 111.09 8.09 **
Delinquency 70 . 06 192.10 2.74
Withdrawal 184.69 196.56 1.06
Anxiety 102.41 116.64 1.14
Psychosi s 161.54 201.64 1.25
Hyperactivity 165.12 112.15 1.47
Social Skills 170.04 93.90 1.81
* *  £<.01
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Table 13
i t. t ^  f  V-...S.* W  V W J - M W W  J - W * .  i. V W * .
(n= 1 0  per group)
Var iable Copers Non- copers
Ü SD M SD t
Defensiveness 52.70 8.91 46.20 10.27 1.51
Adj ustment 56.90 9 . 50 65.70 15.99 1. 50
Achievement 42.90 5.49 51.90 10.57 2.39 *
Intellectual 
Screening
49 .80 10.49 41.80 6 . 6 6 2. 04
Development 44.70 6 . 0 0 49 . 60 10.56 1 . 28
Somatic
Concern
61.60 13.49 65.90 12.89 .73
Depression 57 . 20 9.90 61.00 1 1 . 1 2 .81
Family
Relations
48 . 80 3.71 53.00 10.54 1.19
Delinquency 59.10 • 8.37 58.90 13.86 .04
Withdrawal 56 .80 13.59 60.70 14 .02 .63
Anxi ety 52.30 1 0 . 1 2 57.90 10.80 1 . 2 0
Psychosi s 60.30 12.71 62.20 14 .20 .32
Hyperactivity 48 . 20 12.85 43.70 10. 59 .85
Social Skills 52.20 13.04 54 .50 9.69 .45
* 2 < .0 5
6 8 ....
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Table 14
F-tests of sample variances for FACES
Var.i able Copers Non-copers
2 2s £ JF
Cohesion 177.69 104.24 . 1.70
A daptabi1 ity 76.39 58.52 1.31
69
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summarized in Table 15. Although, the variable cohesion 
was in the expected direction, there were no statistical 
d i f f e r e n c e s  b e t w e e n  the tv;o g r o u p s  on e i t h e r  of the two 
v a r i a b l e s  f r o m  t h e  f a m i l y  s c a l e .  T h e r e f o r e ,  t h e  
h y p o t h e s i s  that n o n - c o p i n g  a d o l e s c e n t s  w o u l d  p e r c e i v e  
t h e i r  f a m i l y  as b e i n g  m o r e  e n m e s h e d  and m o r e  r i g i d  than 
coping adolescents was not supported.
Discriminant Analyses 
A number of stepwise discriminant function analyses 
w e r e  c o n d u c t e d  in o r d e r  to i d e n t i f y  the v a r i a b l e s  m o s t  
predictive of group membership. Due to the s m a l l .sample 
size, an a n a l y s i s  of all v a r i a b l e s  at o n c e  w a s  not 
p o s s i b l e .  As a r e s u l t ,  d i s c r i m i n a n t  a n a l y s e s  w e r e  
c a l c u l a t e d  on t h e  s a m e  b l o c k s  of v a r i a b l e s  as t h e  
m u l t i v a r i a t e  a n alyses. F o l l o w i n g  thi s , the v a r i a b l e s  
which were the best indicators of group membership, that 
is, the m o s t  p o w e r f u l  v a r i a b l e s  fr o m  e a c h  b l o c k  (i.e., 
negative, discourage coping, and on task-discourage) were 
combined in a final discriminant function analysis.
A w o r d  of c a u t i o n  is w a r r a n t e d  a b o u t  the r e s u l t s  of 
the f o l l o w i n g  d i s c r i m i n a n t  analyses. A d a m s  (1979) has 
suggested that the absolute m i n i m u m  subject-to-variable 
r a t i o  for e x p l o r a t o r y  p u r p o s e s  is 3 - t o — 1. R e p l i c a b l e  
r e s u l t s  are m o s t  l i k e l y  to be a c q u i r e d  w h e n  the r a t i o  is 
10-to-l. In the m a j o r i t y  of the f o l l o w i n g  a n a l y s e s ,  the 
m i n i m u m  3 - t o - l  r a t i o  is m a i n t a i n e d .  . H o w e v e r , in the 
analysi's of the PIC v a r i a b l e s  and the c h i l d  a n t e c e d e n t -
7 a
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Table 15
Means, standard deviations and t-values for FACES 
(n= 1 0  per group)
Var iable Copers Non-coper s
M SD M SD
Cohesion 5 0.50 13 . 33 60.56 10.21 1.83
A d a p t a b i 1 ity 42 . 30 8 .74 46.33 7.65 1.06
71
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p a r e n t  c o n s e q u e n t  v a r i a b l e s ,  the ratio is l o w e r  than the 
minimum. Adams (1979) states that results of analyses in 
w h i c h  t h e  n u m b e r  of s u b j e c t s  and v a r i a b l e s  a r e
a p p r o x i m a t e l y  e q u a l  w i l l  l i k e l y  s h o w  a v e r y  h i g h  
classification rate that is extremely unstable.
Due to the fact that the subject-to-variable ratio is 
the m i n i m u m  in the f o l l o w i n g  analyses, the s t a t i s t i c a l
b a r r i e r  for e n t r y  into the d i s c r i m i n a n t  f u n c t i o n  w a s
r aised ab o v e  the n o r m a l  d e f a u l t  level. That is, the to
enter, w h i c h  is a test of the s i g n i f i c a n c e  of Wilks' 
Lambda, was set at 4.4. This level of F is significant at 
an a l p h a  l e v e l  of .05.
Child Antecedent Behaviour
The d e g r e e  of o v e r l a p  b e t w e e n  the two g r o u p s  on the 
four child antecedent variables is illustrated in Figures 
1 and 2. As shown in these figures, there is considerable 
o v e r l a p  b e t w e e n  the t w o  g r o u p s  on both the o f f - t a s k  and 
o n - t a s k  b e h a v i o u r  v a r i ables. The d e g r e e  of o v e r l a p  is 
l e s s  on t h e  v a r i a b l e s  p a i n  e x p r e s s i o n  and n e g a t i v e  
behaviour, and there is a clear separation between six of 
the non-coping adolescents and the other subjects.
An a n a l y s i s  of t h e s e  four var i a b l e s ,  (i.e., pain 
ex p r e s s i o n ,  on-task, off-task, negative), p r o d u c e d  a 
d i s c r i m i n a n t  f u n c t i o n  w i t h  only one var i a b l e ,  neg a t i v e ,  
which was a measure of negative behaviour from the child. 
E i g h t y  p e r c e n t  of the s u b j e c t s  (100% copers, 60% non- 
copers) were classified correctly with this one variable.
72
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Wilks' X  = .6179, F (1,18)=11.13, £<.01. The r e s u l t s  of 
this discriminant function analysis indicate that negative 
b e h a v i o u r  from the child is the best i n d i c a t o r  of g r o u p  
m e m b e r s h i p  as c o m p a r e d  to the other child b e h a v i o u r s  
(i.e., on-task, off-task, pain expression). These results 
are summarized in Table 16.
Parent Behaviour
In an a t t e m p t  to d e t e r m i n e  w h i c h  p a r e n t  b e h a v i o u r  
best discriminated between copers and non-copers, the two 
v a r i a b l e s  w h i c h  m e a s u r e d  p a r e n t  a n t e c e d e n t  beh a v i o u r ,  
(i.e., encourage coping, discourage coping), were included 
in a discriminant function analysis. Figure 3 illustrates 
that there is a clear s e p a r a t i o n  of seven of the n o n ­
c o p e r s  on the d i s c o u r a g e  c o p i n g  variable. The b e h a v i o u r  
of four of the non-copers was distinct from the copers on 
the encourage coping variable.
The results of the discriminant analysis are presented 
in T a b l e  16. A g a i n ,  t h e  a n a l y s i s  r e s u l t e d  in a 
discriminant function with only one variable, discourage 
coping, Wilks' ) \ = .5233, £(1,18)=16.39, £<.001. This
discriminant function classified 85% of the subjects (100% 
copers, 70% non-copers) correctly. Th e r e f o r e ,  in t e r m s  
of p a r e n t  b e h a v i o u r ,  d i s c o u r a g e  c o p i n g  is t h e  b e s t  
predictor of group membership.
Child Antecedent-Parent Consequent Behaviour : Absolute
An i n s p e c t i o n  of F i g u r e s  4, 5, 6 , and 7 s h o w s  the
■
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d e g r e e  of o v e r l a p  b e t w e e n  the t wo g roups on the e i g h t  
child antecedent-parent consequent variables. As shown in 
these figures, there is considerable overlap between the 
two g r oups on all of the eight variables. The b e s t  
separation of the groups occurs on the on task-discourage 
v a r i a b l e ,  in w h i c h  f o u r  of t h e  n o n - c o p e r s  c a n  be 
distinguished from the copers.
T h e s e  e i g h t  v a r i a b l e s  (i.e., p a i n  e x p r e s s  i o n -  
encourage, pain expression-discourage, on-task-encourage, 
o n - t a s k - d i s c o u r a g e ,  o f f  t a s k - e n c o u r a g e ,  o f f  t a s k -  
discourage, negative-encourage, negative-d iscourage) were 
also included in a d i s c r i m i n a n t  function analysis. A 
d i s c r i m i n a n t  f u n c t i o n  w i t h  three v a r i a b l e s  was p r o d u c e d  
(neg a t i V e - e n c o u r a g e , on t a s k - d i s c o u r a g e ,  o f f  t a s k -  
discourage). C o r r e c t  c l a s s i f i c a t i o n  of 90% of the 
subjects (1 0 0 % copers, 80% non-copers) was possible with 
this function, Wilks' )\ = .3680, F (3 ,16) =9.16 , £<.001.
These results are presented in Table 16.
Child Antecedent-Parent Consequent Behaviour ; Percentages
An a n a l y s i s  of t he e i g h t  p e r c e n t a g e  v a r i a b l e s  
produced a discriminant function with three variables, on 
task-discourage, pain expression-encourage and off task- 
e n c o u r a g e ,  W i l k s '  .5042 , £  ( 3 ,16)=5.24 , £<.01).
C o r r e c t  c l a s s i f i c a t i o n  of 80% of t h e  s u b j e c t s  (90% 
copers, 70% non-copers) w a s  p o s s i b l e  w i t h  this function. 
These results are summarized in Table 16.
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Personality Inventory for Children
T w e l v e  v a r i a b l e s  f r o m  the PIC (i.e., d e f e n s i v e n e s s ,  
a d j u s t m e n t ,  d e v e l o p m e n t ,  s o m a t i c  concern, d e p r e s s i o n ,  
f a m i l y  relations, d e l i n q u e n c y ,  w i t h d r a w a l ,  anxiety, 
psychosis, hyperactivity, social skills) were included in 
a d i s c r i m i n a n t  f u n c t i o n  analysis. The A c h i e v e m e n t  and 
I n t e l l e c t u a l  S c r e e n i n g  s c a l e s  w e r e  not incl u d e d  in the 
analysis because of their theoretical relationship to the 
c r i t e r i a  w h i c h  d i f f e r e n t i a t e d  b e t w e e n  the two g r o u p s  
(i.e., school absence). The results of the a n a l y s i s  
indicated that none of the twelve variables discriminated 
between the two groups.
Family Adaptability and Cohesion Evaluation Scale
A d i s c r i m i n a n t  f u n c t i o n  a n a l y s i s  w h i c h  incl u d e d  the 
t w o  v a r i a b l e s  d e r i v e d  fro m  FACES (i.e., a d a p t a b i l i t y ,  
cohesion) was also calculated. The results indicated that 
neither of the two variables discriminated between the two 
g r o u p s .
Combination Discriminant Analysis
A final discriminant analysis which included the best 
indicators of group membership from the previous analyses 
was calculated. The one v a r i a b l e  that was a s i g n i f i c a n t  
d i s c r i m i n a t o r  in both the d i s c r i m i n a n t  a n a l y s e s  of the 
a b s o l u t e  and p e r c e n t a g e  v a l u e s  of the child a n t e c e d e n t -  
parent consequent behaviour analyses was included in the 
final d i s c r i m i n a n t  a n a l y s i s  (i.e., on t a sk-discourage).
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Th u s ,  t h e  t h r e e  v a r i a b l e s  r e f e r r e d  to as n e g a t i v e  
behaviour, discourage coping, and on task-discourage were 
included in the analysis. A d i s c r i m i n a n t  f u n c t i o n  w i t h  
one variable was produced, discourage coping. The results 
are s u m m a r i z e d  in Ta b l e  16. C o r r e c t  c l a s s i f i c a t i o n  of 
85% of the s u b j e c t s  (100% copers, 70% non-copers) w as 
p o s s i b l e  w i t h  t h i s  f u n c t i o n ,  W i l k s '  ^  = . 5 1 0 9 ,
F (1,18) =16.48 , £<.001.' The r e f o r e ,  in t e r m s  of all the
variables, the parent antecedent behaviour referred to as 
d i s c o u r a g e  c o p i n g  w a s  t h e  b e s t  i n d i c a t o r  of g r o u p  
m e m b e r s h i p .
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CHAPTER 4 
DISCUSSION
T h e  p r i n c i p a l  p u r p o s e  of t h i s  s t u d y  w a s  to 
i n v e s t i g a t e  d i f f e r e n c e s  in m o t h e r - c h i l d  interactions, 
child p e r s o n a l i t y  and f a m i l y  c h a r a c t e r i s t i c s  b e t w e e n  
a d o l e s c e n t s  w h o  w e r e  c o p i n g  w i t h  c h r o n i c  b e n i g n  
intractable pain and. adolescents who were not coping well. 
D i s c u s s i o n  of the r e s u l t s  wil l  i n i t i a l l y  a d d r e s s  the 
characteristics of the pain experienced by the two groups. 
The. discussion will then focus on the observed behavioural 
d i f f e r e n c e s  b e t w e e n  n o n - c o p i n g  and coping a d olescents,  
t h e i r  m o t h e r s ,  and t h e  d i f f e r e n t i a l  m o t h e r - c h i l d  
interaction. In addition, the p e r s o n a l i t y  and f a m i l y  
characteristics of both groups will be discussed, followed 
by a d i s c u s s i o n  of the d i s c r i m i n a n t  analyses. Finally, 
implications for treatment and recommendations for future 
research will be presented.
Characteristics of Pain 
The h y p o t h e s i s  that there w o u l d  be no d i f f e r e n c e s  
between the non-coping and coping subjects on the length 
of t i m e  that they had s u f f e r e d  from pain or the three 
d i m e n s i o n s  d e r i v e d  f r o m  the p a i n  d i a r y  (i.e., m e a n  
intensity, peak intensity, n u m b e r  of p ai n  free days) was 
supported. There were no statistical differences between 
the two groups on any of these four variables. Although, 
the m e a n  i n t e n s i t y  r e p o r t e d  by n o n - c o p e r s  (£= 2 2 .0 0 ,
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£ £ = 1 9 . 8 9 )  w a s  h i g h e r  t h a n  t h a t  r e p o r t e d  by c o p e r s  
(M = 13.70, SD = 1 2 . 2  8 ) , this d i f f e r e n c e  failed to reach 
c ommonly accepted levels of statistical significance. This 
non-significant result may be due to the extreme variation 
in the inte n s i t y  of pain repo r t e d  by bo t h  of the groups.
These results indicate that neither the intensity of 
the pain nor the l e ngth of t i m e  that an a d o l e s c e n t  had 
suffered from the pain were helpful in the determination 
of w h e t h e r  an a d o l e s c e n t  w a s  coping or not c o p i n g  w i t h  
his/her pain. The statistical findings support previous 
s p e c u l a t i o n  that the pain e x p e r i e n c e d  by n o n - c o p i n g  and 
coping pain patients is similar in intensity (Sternbach, 
1974; Turk, Meichenbaum & Genest, 1983).
Observed Behavioural Differences
The o b s e r v a t i o n a l  coding s y s t e m  w h i c h  w a s  a d a p t e d  
from Mash and Terdal's (1981) response class matrix was 
f o u n d  to h a v e  a d e q u a t e  r e l i a b i l i t y  and w a s  u s e d  
successfully with adolescents who have pain. In addition, 
the response class matrices were successfully adapted for 
use in s t r u c t u r e d  e x e r c i s e  tasks. Five of the f o u r t e e n  
v a r i a b l e s  t h a t  w e r e  d e r i v e d  f r o m  t h e  m a t r i c e s  
significantly differentiated between the coping and non­
c o p i n g  subjects. The f o l l o w i n g  s e c t i o n s  p r o v i d e  a m o r e  
d e t a i l e d  d i s c u s s i o n  of t h e  o b s e r v e d  b e h a v i o u r a l  
differences between the two groups.
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Adolescent Behaviour
The general expectation that non-coping adolescents 
w o u l d  re a c t  d i f f e r e n t l y  than c o p i n g  a d o l e s c e n t s  w h e n  
placed in a pain-oriented situation was clearly supported. 
All of the four c h i l d  b e h a v i o u r s  w e r e  found to be in the 
e x p e c t e d  d i r e c t i o n .  The b e h a v i o u r  of the two g r o u p s  w as 
s t a t i s t i c a l l y  d i f f e r e n t  on t h r e e  of t h e  f o u r  c h i l d  
b e h a v i o u r s .  Th a t  i.s, n o n - c o p i n g  a d o l e s c e n t s  e x p r e s s e d  
s i g n i f i c a n t l y  m o r e  p a i n ,  e n g a g e d  in m o r e  n e g a t i v e  
b e h a v i o u r  and w e r e  o n - t a sk s i g n i f i c a n t l y  less o f t e n  as 
c o m p a r e d  to c o p i n g  a d o l e s c e n t s .  In a d d i t i o n ,  the n o n ­
c o p i n g  s u b j e c t s  w e r e  o b s e r v e d  to be o f f - t a s k  m o r e  often 
than the coping subjects, although this difference failed 
to reach statistical significance. The extreme variation 
in the a m o u n t  of t i m e  that the n o n - c o p e r s  w e r e  o f f - t a s k  
m ay explain this non-significant result.
T h e r e  w e r e  c l e a r  b e h a v i o u r a l  d i f f e r e n c e s  in the 
behaviour of adolescents depending on whether or not they 
w e r e  c o p i n g  w i t h  t h e i r  c h r o n i c  pain. C o p i n g  s u b j e c t s  
' tended to complete the majority of the exercises with few 
expressions of pain and few expressions of anger, refusal, 
or d i s c o u r a g e m e n t  (i.e., n e g a t i v e  b e h a v i o u r ) .  In 
contrast, non-coping subjects tended to complain of pain, 
e n g a g e  in n e g a t i v e  b e h a v i o u r ,  and fail to c o m p l e t e  the 
exercise tasks. In general, the observations in the study 
s u g g e s t  that n o n - c o p i n g  a d o l e s c e n t s  are i n d i v i d u a l s  who 
are l i k e l y  to gi v e  up and v e r b a l l y  c o m p l a i n  a b o u t  pain and
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t h e  t a s k  w h e n  t h e y  a r e  p l a c e d  in a p a i n - o r i e n t e d  
situation.
T h e s e  f i n d i n g s  s u p p o r t  Ford y c e ' s  c o n t e n t i o n  (1976) 
that chronic pain patients (i.e., the non-copers) exhibit 
behaviours that signify that they are experiencing pain to 
t h o s e  a r o u n d  t h e m .  F o r  e x a m p l e ,  in t h i s  s t u d y ,  
v e r b a l i z a t i o n s  of pain, n e g a t i v e  b e h a v i o u r  and a l o w e r  
level of activity can be regarded as pain behaviours which 
effectively communicate the experience of pain. Previous 
research with adult chronic pain patients has also lended 
s u p p o r t  to For d y c e ' s  m o d e l .  For e x a m p l e ,  K e e f e  & B l o c k  
(1982) o b s e r v e d  n o n - c o p i n g  b a c k  p a i n  p a t i e n t s  d u r i n g  
a c t i v i t y .  R e s u l t s  i n d i c a t e d  t h a t  t h e  f r e q u e n c y  of 
b e h a v i o u r s  suc h  as g u a r d e d  m o v e m e n t  and g r i m a c i n g  w e r e  
c o r r e l a t e d  w i t h  p a t i e n t ' s  r a t i n g s  of p a i n  and t e n d e d  to 
decrease in frequency with treatment. In addition, pain 
behaviours were exhibited by the low back pain patients at 
a higher rate than by normal or depressed controls.
Parent Behaviour
The b e h a v i o u r  of the m o t h e r s  d u r i n g  the i n t e r a c t i o n  
task was found to be different depending on whether or not 
t h e i r  child w a s  a c h i l d  w h o  coped. S p e c i f i c a l l y ,  the 
hypothesis that the mothers of non-copers would discourage 
their child's c o p i n g  b e h a v i o u r  s i g n i f i c a n t l y  m o r e  often 
t h a n  t h e  m o t h e r s  of c o p e r s  w a s  c l e a r l y  s u p p o r t e d .  
S i m i l a r l y ,  the m o s t  s t r i k i n g  d i f f e r e n c e  in m o t h e r - c h i l d  
interaction between coping and non-coping subjects was the
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f i n ding that m o t h e r s  of n o n - c o p e r s  d i s c o u r a g e d  o n - task 
b e h a v i o u r  s i g n i f i c a n t l y  m o r e  of t e n  than did m o t h e r s  of 
c o p e r s .  T h i s  f i n d i n g  w a s  c o n s i s t e n t  a c r o s s  the 
calculation of absolute and percentage values and suggests 
t h a t  w h e n  the n o n - c o p i n g  a d o l e s c e n t  is w o r k i n g  on 
exercises, their mother is likely to discourage them from 
continuing. Comments such as "Doesn't it hurt?" or "Don't 
overdo it" were noted by the observers to be an effective 
m e a n s  of d i s c o u r a g i n g  further a t t e m p t s  to c o m p l e t e  the 
exercise tasks.
These findings suggest the possibility that mothers 
of non-coping adolescents tend to be overprotective when 
their child is p l a c e d  in a p a i n - o r i e n t e d  situation. The 
mothers' a t t e m p t s  to d i s c o u r a g e  their child's coping and 
o n - ta sk b e h a v i o u r  m a y  be r e g a r d e d  as a g e n e r a l  c o n c e r n  
about the p o s s i b i l i t y  of i n c r e a s e d  pain if their child 
overextends him/herself physically. Although, the results 
suggest that the mothers of non-copers are more likely to 
overprotect their children than the mothers of copers, it 
is n o t  p o s s i b l e  to d e t e r m i n e  w h e t h e r  t h i s  t y p e  of 
behaviour is the cause or the result of their child's non­
c oping behaviour. That is, th e r e  are two p o s s i b l e  
scenarios for the resulting mother-child interaction. One 
is that the m o t h e r  tends to o v e r p r o t e c t  her child and as a 
result the adolescent learns to be cautious and in effect, 
to not cope w i t h  h i s / h e r  pain. The other p o s s i b i l i t y  is 
that the a d o l e s c e n t  doe s  not cop e  wel l  w i t h  h i s / h e r  pain 
and as a r e s u l t  the m o t h e r  begins, to o v e r p r o t e c t  the
. 8 9
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child. Which of these two scenarios is correct is unclear 
from the results of this study.
Regardless of which behaviour is the cause and which 
is the effect, t h e s e  f i n d i n g s  lend g e n e r a l  s u p p o r t  to 
Fordyce's model v/hich indicates that pain behaviours are 
s u s c e p t i b l e  to i n s t r u m e n t a l  c o n d i t i o n i n g .  That is, if a 
chronic pain patient receives desirable consequences as a 
r e s u l t  of p a i n  b e h a v i o u r s ,  the l i k e l i h o o d  is that the 
incidence of pain behaviours will increase. The results 
of the present study suggest that non-coping adolescents 
are the objects of mor e  expressions of concern from their 
m o t h e r s ,  as c o m p a r e d  to c o p i n g  subj e c t s .  This typ e  of 
m e s s a g e  m a y  s e r v e  to r e i n f o r c e  p a i n  b e h a v i o u r s  and the 
c o n t i n u a t i o n  of n o n - c o p i n g  b e h a v i o u r .  A l t h o u g h  these 
results do not demonstrate a causal relationship between 
m o t h e r - c h i l d  i n t e r a c t i o n  a n d  c o p i n g ,  t h e  d a t a  a r e  
c o n s i s t e n t  w i t h  c l i n i c a l  i m p r e s s i o n s  that p a r e n t a l  
behaviour m a y  influence child coping.
I n t e r e s t i n g l y ,  m o t h e r s  of n o n - c o p i n g  s u b j e c t s  w e r e  
also found to be more likely to encourage coping behaviour 
as c o m p a r e d  to the m o t h e r s  of c o p i n g  s ubjects, a l t h o u g h  
this difference was not significant. This finding was the 
opposite of what was anticipated and suggests that mothers 
of non-copers tend to both encourage and discourage coping 
b e h a v i o u r  m o r e  often than m o t h e r s  of copers. S i m i l a r l y ,  
although there were no statistical differences in mother- 
c h i l d  i n t e r a c t i o n  b e t w e e n  the t w o  g r o u p s ,  e x c e p t  on the
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on t a s k - d i s c o u r a g e  v a riable, it is i n t e r e s t i n g  to note 
that mothers of non-copers exhibited more of the specified 
b e h a v i o u r  on all of the eight v a r i a b l e s  as c o m p a r e d  t o ' 
mothers of copers. That is, they tended to both encourage 
and discourage their child’s expressions of pain, on-task, 
off-task, and negative behaviour more frequently than did 
mothers of coping subects.
These f i n d i n g s  s u g g e s t  that, in general, m o t h e r s  of 
n o n - c o p e r s  tend to be m o r e  a c t i v e l y  invo l v e d  or p e r h a p s  
more intrusive with their child when he/she is placed in a 
pain-oriented situation. The possibility exists that the 
r esult of this over i n v o l v e m e n t  is that the n o n - c o p i n g  
a d o l e s c e n t s  r e c e i v e  c o n t r a d i c t o r y  m e s s a g e s  from their 
mothers. That is, at d i f f e r e n t  t i m e s  they are both
encouraged to and discouraged from engaging in a specific 
behaviour. Perhaps, the mothers of non-copers vacillate 
b e t w e e n  e n c o u r a g i n g  a nd d i s c o u r a g i n g  t h e i r  c h i l d ' s  
behaviour because they themselves are torn between their 
tendency to sympathize with their child and their tendency 
to encourage their child to try a little harder on a task.
In c o n c l u s i o n ,  m o t h e r s  of n o n - c o p e r s  w e r e  found to 
d i s c o u r a g e  their child's coping and o n - t a s k  b e h a v i o u r  
significantly more often than the mothers of copers. In 
addition, mothers of non-copers tended to be more actively 
involved or intrude m o r e  in their child's behaviour. 
These f i n d i n g s  lend g e n e r a l  s u p p o r t  to M inuch in's (1974) 
theory that the families of patients with non-organic pain 
can be d e s c r i b e d  as e n m e s h e d  and o v e r p r o t e c t i v e .  One
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q u e s t i o n  is w h e t h e r  or not these are t a s k - s p e c i f i c  or 
ge n e r a l  c h a r a c t e r i s t i c s  of the m o t h e r s  of non-copers. 
Previous research has indicated that intrusiveness was not 
a trait or g e n e r a l  c h a r a c t e r i s t i c  of the m o t h e r s  of 
r e a d i n g  p r o b l e m  b o y s  b u t  r a t h e r  w a s  a b e h a v i o u r  
characteristic of them in specific situations (McDermott, 
1977). That is, when placed in identical situations, the 
m o t h e r s  w e r e  found to be i n t r u s i v e  w i t h  their reading 
problem sons but not with their normally achieving sons. 
Whether the mothers of non-copers are overprotective and 
intrusive only in pain-oriented situations is an important 
question for future research.
Questionnaires 
Personality Inventory for Children
The h y p o t h e s i s  that n o n - c o p i n g  and c oping s u b j e c t s  
w o u l d  d i f f e r  on m e a s u r e s  of p s y c h o l o g i c a l  a d j u s t m e n t  
( A d j u s t m e n t  scale) and c o n c e r n  w i t h  p h y s i c a l  s y m p t o m s  
(Somatic Concern scale) on the Personality Inventory for 
C h i l d r e n  w as not supported. A l though, the n o n - c o p e r s  
r e c e i v e d  h i gher s c o r e s  on ten of the f o u r t e e n  scales, a 
statistically significant difference was indicated on only 
one of the scales. A c h i e v e m e n t .  This scale is a m e a s u r e  
of below average academic achievement in spite of adequate 
i n t e l l e c t u a l  capacity. The d i f f e r e n c e  b e t w e e n  the two 
g r o u p s  on the A c h i e v e m e n t  scale m a y  be a f u n c t i o n  of the 
scale's t h e o r e t i c a l  r e l a t i o n s h i p  to the c r i t e r i a  w h i c h
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d i f f e r e n t i a t e d  b e t w e e n  the g r o u p s  (i.e. school absence). 
A l t h o u g h  there w a s  a s t a t i s t i c a l  d i f f e r e n c e  b e t w e e n  the 
two groups, the mean achievement score for the non-coping 
gr o u p  w as not at a level w h i c h  w o u l d  be i n t e r p r e t e d  as 
indicating difficulty in school achievement, (i.e., ^>60,
Lachar & Gdowski, 1979). In fact, none of the mean scores 
on the 16 s c ales for e ither of the two g r o u p s  w e r e  at a 
level w h i c h  w o u l d  g e n e r a l l y  be i n t e r p r e t e d  as b e i n g  
indicative of pathology, (i.e., T> 7 0).
Th e r efore, the m o t h e r s  of c o p i n g  and n o n - c o p i n g  
adolescents tended not to express a significant amount of 
concern about their child's behaviour across a variety of 
d i f f e r e n t  d i m e n s i o n s  (i.e., a c a d e m i c ,  social skills, 
s o m a t i c  concern, etc.). It is i n t e r e s t i n g  to note that 
although the non-copers were missing a considerable amount 
of school because of pain, their mothers did not perceive 
them as being generally less well adjusted or less able to 
cope a c r o s s  a n u m b e r  of d i f f e r e n t  life situations. It is 
p o s s i b l e  that the m o t h e r s  of n o n - c o p e r s  r e a c t e d  to the 
fact that they w e r e  p a r t i c i p a t i n g  in a r e s e a r c h  s t u d y  
conducted by a psychology department by denying problems 
and g e n e r a l l y  d e s c r i b i n g  their c h i l d r e n  in a f a v o u r a b l e  
light. H o w e v e r ,  their scores on the d e f e n s i v e n e s s  scale 
of the PIC, w h i c h  is a m e a s u r e  of the t e n d e n c y  to be 
d e f e n s i v e  about a child d u r i n g  an e v a l u a t i o n ,  did not 
indicate that this was true. In fact, the coping subjects 
r e c e i v e d  a higher score on the d e f e n s i v e n e s s  scale than 
did the non-copers, although this difference did not reach
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statistical significance.
The personality profiles of the non-coping subjects 
w h o s e  b e h a v i o u r  was the m o s t  a b e r r a n t  d u r i n g  the pain- 
oriented task were not found to be deviant from the other 
n o n - c o p i n g  subjects. Therefore, there was no e v i d e n c e  
t h a t  the m o s t  a b e r r a n t  n o n - c o p e r s  w e r e  a n y  m o r e  
personality disordered, as measured by the PIC, than non­
copers whose behaviour during the pain-oriented task was 
more similar to that of coping subjects.
Family Adaptability and Cohesion Evaluation Scale
The hypothesis of differences between the two groups 
on the Family Adaptability and Cohesion Evaluation Scale 
was not supported. There were no statistical differences 
between groups on the adaptability and cohesion dimensions 
of this scale. H o w e v e r ,  n o n - c o p i n g  s u b j e c t s  did tend to 
score in the predicted direction, that is, more highly, on 
the c o h e s i o n  scale. Therefore, c o p i n g  and n o n - c o p i n g  
subjects tended to have s i m i l a r  p e r c e p t i o n s  about the 
degree of involvement between their family members and the 
ability of their family system to adapt to change.
These findings indicate that non-coping adolescents 
do not perceive their families as being more enmeshed or 
mo r e  rigid than other families. Th e s e  r e s ults do not 
support Minuchin's (1974) contention that the families of 
p a t i e n t s  w i t h  n o n - o r g a n i c  p a i n  c a n  be d e s c r i b e d  as 
e n m e s h e d ,  o v e r p r o t e c t i v e  and r i gid. H o w e v e r ,  the
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behavioural observations during the interaction tasks did 
suggest that m o t h e r s  of n o n - c o p e r s  tended to be o v e r l y  
involved and overprotect their child. It may be that this 
type of m a t e r n a l  b e h a v i o u r  is speci f i c  to p a i n - o r i e n t e d  
tasks and is therefore not perceived by the adolescent as 
b e i n g  a g e n e r a l  c h a r a c t e r i s t i c  of t h e i r  f a m i l y  
relationships. The other p o s s i b i l i t y  is that it is only 
the mothers within the families of non-coping adolescents 
w h o  a r e  o v e r p r o t e c t i v e  a n d  as a r e s u l t  t h i s  is n ot 
p e r c e i v e d  by the a d o l e s c e n t  as being a g e n e r a l  f a m i l y  
characteristic.
Discrimination of Groups 
The one factor w h i c h  was the best i n d i c a t o r  of 
group membership was the parent behaviour referred to as 
discourage coping. Successful classification of 100% of 
copers and 70% of n o n - c o p e r s  was p o s s i b l e  w i t h  this one 
variable. Classification was not improved by the addition 
of o t h e r  v a r i a b l e s  or c o m b i n a t i o n  of v a r i a b l e s .  As 
mentioned previously, these results should be interpreted 
w i t h  c a u t i o n  due to the low s u b j e c t - t o - v a r i a b l e  ratio 
(Adams, 1979).
The finding that there is always some overlap between 
the two groups, coupled with findings of extreme variation 
within the non-coping group, suggests that non-copers may 
not be a h o m o g e n e o u s  population. That is, there m a y  be 
subgroups of non-coping adolescents who miss school for a 
variety of reasons over and above the fact that they have
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c h r o n i c  b enign i n t r a c t a b l e  pain. The s a m p l e  size in the 
p r e s e n t  study, as we l l  as the lack of d i s c r i m i n a t o r y  
assessment techniques, did not enable the author to divide 
non-copers into subgroups. However, it was apparent that 
while coping subjects behaved in a relatively consistent 
manner, the b e h a v i o u r  of n o n - c o p i n g  s u b j e c t s  was quite 
var iable.
The m o t h e r - c h i l d  i n t e r a c t i o n  of som e  n o n - c o p e r s  
was c o n s i s t e n t  w i t h  Fordyce's o p e rant m o d e l  of pain 
behaviours. However, the mother-child interaction of other 
non-coping subjects resembled that of the coping subjects, 
except that the n o n - c o p i n g  subjects a p p e a r e d  to be muc h  
m o r e  tense during the tasks. Therefore, there m a y  be at 
least two subgroups of non-coping adolescents: an operant
conditioned group (i.e, pain behaviours are reinforced by 
s i g n i f i c a n t  others) and a group w h i c h  has stress related 
pain (i.e., the pain is a result of stress).
Recently, there has been s o m e  m e n t i o n  of d i s t i n c t  
subgroups of non-coping adult chronic pain patients. For 
example, a few studies have identified subgroups of pain 
p ati e n t s  based on M M P I  p r o f i l e s  (Armentrout, Moore, 
Parker, Hewett & Feltz, 1983; Bradley, Prokop, Margolis, & 
Gentry, 1978). In addition, Keefe (1983) d e s c r i b e d  four 
pain m a n a g e m e n t  p r o t o c o l s  w h i c h  w e r e  being used for 
d i f f e r e n t  g r o u p s  of a d u l t  n o n - c o p i n g  c h r o n i c  p a i n  
p a t i e n t s :  o p e r a n t  c o n d i t i o n i n g  p r o t o c o l ,  m u s c l e
reeducation protocol, psychophysiologic protocol and the
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applied relaxation protocol. The d e v e l o p m e n t  of 
a s s e s s m e n t  m e t h o d s  w h i c h  d i f f e r e n t i a t e  b e t w e e n  valid 
subgroups of non-copers is an important step if effective 
treatments are to be found for non-coping adolescents.
Limitations of the Study 
One w e a k n e s s  of t he p r e s e n t  s t u d y  is t h a t  the 
influence of the l a b o r a t o r y  setting is unknown. As 
m e n t i o n e d  previously, studies w h i c h  have c o m p a r e d  an 
individual's b ehaviour in a laboratory and h o m e  setting 
have yielded conflicting results. It is possible that the 
subjects altered their b e h a v i o u r  to fit their notion of 
expectations for their behaviour. However, the subjects' 
beh a v i o u r  was found to be c o n s i s t e n t  over two sessions. 
In addition, the fact that there were observed behavioural 
differences between the two groups suggests that subjects 
did not alter their behaviour. Despite this weakness, the 
r e s u l t s  s u g g e s t  t h a t  l a b o r a t o r y  t a s k s  m a y  be u s e d  
effectively to study social interactions related to coping 
with pain.
Implications for Treatment 
The results of the p r e s e n t  study lead to several 
t r e a t m e n t  implications. The finding of d i f f e r e n t i a l  
m o t h e r - c h i l d  i n t e r a c t i o n  b e t w e e n  coping and n o n - c o p i n g 
groups suggests that t r e a t m e n t  of only the a d o l e s c e n t  
would not be productive. Rather, family therapy would be 
the treatment of choice.
9.7
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
The results of the study suggest that p a r e n t - c h i l d  
i n t e r a c t i o n  patt e r n s  m a y  s t r e n g t h e n  i n a p p r o p r i a t e  n o n ­
c oping b e h a v i o u r  in adolescents. Therefore, t r e a t m e n t  
s h o u l d  f o c u s  on d e c r e a s i n g  the f r e q u e n c y  of p a i n  
b e h a v i o u r s  and c h a n g i n g  the i n t e r a c t i o n  p a t t e r n s  w i t h i n  
the family system which are reinforcing the existence of 
pain behaviours. Specifically, the parents and siblings 
of n o n - c o p e r s  should be e n c o u r a g e d  to a c k n o w l e d g e  the 
r e a lity of the pain but not to attend to the e x h i b i t e d  
p a i n  b e h a v i o u r s .  L e n g t h y  d i s c u s s i o n s  b e t w e e n  
f a m i l y  m e m b e r s  about the pain should be d i scouraged. 
S t r a t e g i e s  such as h a v i n g  the a d o l e s c e n t  record h i s / h e r  
pain in a pain diary which is periodically reviewed by the 
p a r ents or p h y s i c i a n  m a y  be e f f e c t i v e  in h e l p i n g  the 
adolescent realize that the pain is being taken seriously.
As mentioned previously, the extreme variation in the 
b e h a v i o u r  of n o n - c o p e r s  s u g g e s t s  the p o s s i b l i t y  of 
subgroups of non-coping adolescents. Future research in 
this area depends on the development of valid and reliable 
a s s e s s m e n t  t e c h n i q u e s  to d i f f e r e n t i a t e  b e t w e e n  the s u b ­
groups. Observational methods similar to the one used in 
t h i s  s t u d y  m a y  p r o v e  to be one e f f e c t i v e  w a y  to 
discriminate between subgroups of non-coping adolescents. 
Self-report measures of depression and anxiety may also be 
helpful. If future research does indicate that there are 
s u b g r o u p s  of n o n - c o p i n g  c h r o n i c  p a i n  p a t i e n t s ,  t h e  
development of treatments tailored to each subgroup will
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be necessary. The treatment implications discussed above 
may be most effective with an operant conditioned group. 
H o w e v e r ,  t e c h n i q u e s  s u c h  as r e l a x a t i o n  t r a i n i n g ,  
biofeedback, cognitive coping and assertiveness training 
may also be effective.
Summary and Conclusions 
In summary, several of the measures used in the study 
were not found to be helpful in determining whether or not 
an ado l e s c e n t  was coping w i t h  his/her pain. That is, 
n e i t h e r  the i n t e n s i t y  of p a i n  nor the d u r a t i o n  of 
suffering d i s c r i m i n a t e d  b e t w e e n  the two groups. In 
addition, m o t h e r s  of n o n - c o p e r s  did not report mor e  
concern about their child than did mothers of copers. The 
general family environment of copers and non-copers also 
appeared to be similar. Therefore, w h e t h e r  or not an 
adolescent copes with his/her chronic pain does not appear 
to be d e t e r m i n e d  by the pain's intensity, the length of 
t i m e  t h a t  t h e y  h a v e  s u f f e r e d ,  t h e i r  g e n e r a l  f a m i l y  
c h a r a c t e r i s t i c s  or a s p e c i f i c  p e r s o n a l i t y  p r o f i l e .  
However, there were clear behavioural differences between 
the b e haviour of coping and non-coping ad o l e s c e n t s  and 
their m o t h e r s  when they w e r e  placed in a p a i n - o r i e n t e d  
s i tuat ion.
The observations during the interaction task in this 
study suggest a p i c ture of a non-coping a d o l e s c e n t  as an 
adolescent who is non-compliant, negative, likely to give 
up and c o m p l a i n  of pain whe n  placed in a p a i n - o r i e n t e d
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situation. In addition, the n o n - c o p i n g  a d o l e s c e n t  is 
l i kely to be the o bject of c o m m e n t s  from h i s / h e r  m o t h e r  
that discourage coping and on-task behaviour. Moreover, 
the mothers of non-coping adolescents tend to express both 
e n c o u r a g e m e n t  and d i s c o u r a g e m e n t  and g e n e r a l l y  intrude 
m o r e  w i t h  any type of b e h a v i o u r  that is e x h i b i t e d  by the 
child. The p o s s i b l i t y  exists that, at least wh e n  in a 
pain oriented situation, a non-coping adolescent receives 
contradictory messages from his/her mother.
A l t h o u g h  the results do not d e m o n s t r a t e  a causal 
relationship between parent-child interaction and coping, 
the f i n d i n g s  l e n d  g e n e r a l  s u p p o r t  to t he o p e r a n t  
c o n d i t i o n i n g  m o d e l  that pain b e h a v i o u r s  c o m m u n i c a t e  the 
fact that an ind i v i d u a l  is e x p e r i e n c i n g  pain and are 
subject to operant conditioning processes. In addition, 
Minuchin's mo d e l  of o v e r i n v o l v e m e n t  and o v e r p r o t e c t i o n  
w i t h i n  the f a m i l i e s  of n o n - c o p i n g  chronic pain p a t i e n t s  
was partially supported in that these seem to be maternal 
characteristics in pain-oriented situations. However, the 
no.n-coping a d o l e s c e n t s  did not p e r c e i v e  these to be 
general characteristics of their families.
The extreme variation in the behaviour of non-coping 
adolescents suggests that non-copers are not a homogeneous 
population. F u r ther r e s e a r c h  is needed to d e t e r m i n e  if 
there are subgroups of non-coping chronic pain patients.
The results of the study s u g gest that in d i v i d u a l 
therapy would not be an effective treatment for non-coping
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a d o l e s c e n t s .  R a t h e r ,  f a m i l y  t h e r a p y  w o u l d  be the 
treatment of choice.
Recommendations for Future Research 
The present study was one of the first investigations 
of a d o l e s c e n t s  wit h  c h r o n i c  pain and t herefore requires 
r e p l i c a t i o n .  A l t h o u g h  a n u m b e r  of r e s e a r c h  
r e c o m m e n d a t i o n s  h a v e  b e e n  m e n t i o n e d  t h r o u g h o u t  the 
discussion, a few additional ones will follow.
S e v e r a l  q u e s t i o n s  r e l a t e d  to t h e  i s s u e  of 
generalization require further investigation. One obvious 
q u e s t i o n  is the inf l u e n c e  of the task characte r i s t i c s .  
Future studies are n e eded to d e t e r m i n e  if the p r e s e n t  
find i n g s  g e n e r a l i z e  to n o n - p a i n  oriented tasks (i.e., 
p r o b l e m  solving tasks), or if they are s p e c i f i c  to pain- 
related tasks.
A n o t h e r  q u e s t i o n  is w h e t h e r  f a t h e r s  i n t e r a c t  
differentially with their respective non-coping and coping 
adolescents. The examination of the interactions of both 
parents when their child is placed in a similar situation 
would also be a worthwhile area of investigation.
The present study measured child personality with the 
P e r s o n a l i t y  I n v e n t o r y  for C h i l d r e n .  It w o u l d  be 
interesting to have the adolescents themselves complete a 
p e r s o n a l i t y  q u e s t i o n n a i r e  (i.e., MMPI) to d e t e r m i n e  if 
t h e r e  is a d i f f e r e n c e  in h o w  n o n - c o p i n g  and c o p i n g  
adolescents perceive themselves.
Finally, the validity of pain behaviours as measures
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of a d o l e s c e n t  pain w a r r a n t s  further investigation. The 
validity of pain behaviours could be examined by comparing 
the freq u e n c y  of the b e h a v i o u r s  to j u d g e m e n t s  of pain 
intensity by naive observers. In addition, the question 
of w h e t h e r  or not there are changes in the frequency of 
p a i n  b e h a v i o u r s  e x h i b i t e d  by a d o l e s c e n t s  f o l l o w i n g  
treatment warrants investigation.
■101a
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Physician Referral Form
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Children wth chronic intractable benign pain are to be screened to 
determine if their condition warrants school absence on a regular 
basis.
Child*s Name:
Date of Birth: 
Rome Address: 
Telephone Number:
Number of days of school missed in previous 2 months. 
Is child continuing to miss school? ___________
Check one of the following:
Condition definitely 
warrants school absence 
of 3 or more days per 
month.
Condition may or 
may not warrant 
school absence of 
3 or more days per 
month.
Condition definitely 
does not warrant 
school absence of 
3 or more days per 
month.
Does the child have a serious or life-threatening illness? 
Do any of the following characterize the child:
mental retardation 
mental illness 
major behaviour 
disorder
Would exercise tasks (i.e., sit-ups, step-ups, arm-curls) over a 
15 minute period cause any physical harm to this child? _______
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Appendix B:
Daily Absence Record
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Appendix C 
Letter to Physicians
Children’s Hospital of Eastern Ontario
Hôpital pour enfants de l’est de l’Ontario
r*ear Dr,
Au Interdisciplinary group, including psychology, orthopedics, physlatry, 
and physiotherapy is conducting a research study involving adolescents between 
the ages of 11 and 17 who have chronic intractable benign pain. The purpose 
of the study is to compare the mother—child interaction of children who are 
not coping well with children who are coping well. Our major criteria for
coping is school attendance. This study which has been approved by the
Research committee is descriptive only and does not involve long-term 
treatment. However, a consultation will be held with each family that has 
Participated in the study to discuss possible modes of intervention. In 
addition, a letter of consultation will be sent to the referring physician.
We would be pleased to accept referrals for non—coping subjects between 
the ages of 11 and 17 who would be willing to participate with their mother 
in the study. Potential non-coping subjects should meet the following 
criteria:
1) Major complaint is pain of greater than 3 months duration.
The pain experienced may be limb, shoulder or back pain,
stomachache or headache.
2) Child is judged by his/her physician to have chronic benign 
intractable pain which does not warrant school absence.
3) Child has missed more, than 3 days of school per month because 
of pain for at least the past 2 months and is continuing to miss 
school.
Children who have a serious or life-threatening illness or who are 
characterized by mental retardation, mental illness or a major behavioural 
disorder (other than the problems with pain) are not appropriate subjects 
^or this study.
If you are aware of any English-speaking children who meet the above 
^^iteria, could you please contact Dr. Pat McGrath or Mrs. J, Geier, M.Â. 
at 737-2492 or 737-6643.
Sincerely,
Patrick McGrath, Ph.D. 
Senior Psychologist 
Behavioural Program
401 SMYTH ROAD. OTTAWA. ONT. K1H 8L1 TELEPHONE (613) 737-7600
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Children’s Hospital of Eastern Ontario
Hôpital pour enfants de l’est de l’Ontario
INFORMED CONSENT
Mrs. J. Geler, M.A. and Dr. P. McGrath of the Department of Psychology 
are conducting a study at the Child Study Centre of the University of 
Ottawa to investigate the problem of chronic pain in children. The study 
will focus on factors affecting pain and children's attempts to cope with 
and control their pain.
Your involvement in the study will require two appointments, one of 
approximately 30 minutes and the other of approximately 1& hours in 
duration. At both appointments, children will be required to complete a 
series of physical exercises that their physician has approved. The 
child's mother will be present during tbis 15 minute period. In 
addition, the children and their mothers will each be asked to complete 
a questionnaire.
A video recording will be made during the exercise portion of the 
study. The recordings will be erased at the completion of the research 
project. There are no known negative effects of the procedures in this 
study, however, some pain may occur during the exercise tasks. All 
information will be confidential, however, a report will be sent to 
your family physician.
You may withdraw from the study at any time without affecting the 
availability of future treatment from the hospital. Any questions or 
comments you have may be directed at anytime to Mrs. J. Geier or Dr. McGrath 
at 737-2492.
I am informed of, and agree to participate in this study.
(child's signature)
I am informed of, and agree to participate with my child 
in this study.
Mother's Signature ___________________________ Date
Witness
401 SMYTH ROAD, OTTAWA. ONT. K1H 8L1 TELEPHONE (613) 737-7600 
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c PAIN DIARY C i
beginning:
FILL IN THIS FORM AT BREAKFAST, LUNCH,"DINNER AND BEDTIME EACH DAY
TimP'
'.A ■' i V, '
Intensity 
Rating ■ Other Symptoms Medication ' Possible Cause '
S'WiA
l i iK
mm
Breakfast
Lunch
Dinner-'*'
BedtimeLH.
Breakfast •
Lunch
DinnerA':'".
Bedtime; Y-.;.,\ - j; -,
BreakfastC"
Lunch '
Dinner:..
Bedtime
îTïvf'
t*r/ »•
irt—.<*
.3'
"V • . -w , . V • j.
Breakfast'
; «, X Jt ♦•'.j .
Lunch
Dinner
• Bedtime
''%"r3t'!Breakfast''
Lunch A -iJv V.
Dinner ' Kl ' i. ■'
: ' iBedtlme ■>
■ Breakfast
Lunch
Dinner - " • "•■■'■.•mm. ■ ■
y.-':: ' Bedtime
m:;:| Breakfast -I.
I
A jDinner • • ■
'■• Bedtime ■t ,
*
:
'.U 'm •
A/;: ; A . { : ' \ i m N S n Y ^ ^
Pain vt-r-v:* I ,am only aware of,it .if
- A:r. I,pay attention’to .itAA;';3:;v; .
Pain ' but I can ignore it /at times - .rt" >
Pain - I can't ignore it but I can do , 
my usual activities.
Pain : T-T it's difficult for me to concentrateV
. ::' :%can.only do easy activities. : A "A
V  .-•Ar'xV -V. :•• •
.'wr:'. ’'V?*
5 - Pain -. such that I can't do anything.I
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MATRIX 1
Child Consequent Behaviour
Parent
Behaviour
Pain
Expression
On-Task
Behaviour
Off-Task 
Behaviour Negative
No
Response
Encourage
Coping
Discourage
Coping -
Inter­
action
Request/
Command
No
Response
•
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MATRIX 2
Parent Consequent Behaviour
Child
Behaviour Encourage Discourage
Inter­
action
Request/
Command
No
Response
Pain
Expression
On-Task
Behaviour
Off-Task 
Behaviour
Negative
-
No
Response
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Appendix G
Response class matrix: Definitions
The response class matrix is a generalized method of 
recording behaviours in relation to specified antecedent 
and c o n s e q u e n t  e vents in the e n v i r o n m e n t .  The m a t r i x  
defines classes of behaviours and behaviours of the target
p e r s o n  are r e c o r d e d  in r e l a t i o n s h i p  to the i d e n t i f i e d  
person in the environment. The matrix used in this study 
included the following child behaviours:
Pain expression: any verbal '-expression of pain including
w o r d s  such as 'ouch', 'it hurts', or groans. E x p r e s s i o n s  
that are more clearly expressions of exertion should not 
be scored as pain expressions. Pain expression is scored 
even if the task is be i n g  c o m p l e t e d  at the s a m e  time. 
P a i n  e x p r e s s i o n  t a k e s  p r e c e d e n c e  o v e r  a l l  o t h e r  
be h a v i o u r s .  E x a m p l e s  of pain e x p r e s s i o n s  are: 'My b a c k
feels like it's being torn apart'; 'My stomach hurts'.
On t a s k : B e h a v i o u r  that is on task. D o i n g  the e x e r c i s e
that is required without complaint or expression of pain.
O f f  _t^^k : A d o l e s c e n t  is n o t  d o i n g  a s s i g n e d  t a s k .
A d o l e s c e n t  m a y  be talking, a s k i n g  q u e s t i o n s  or s i t t i n g  
quietly. E x a m p l e s :  A d o l e s c e n t  is off task and says
"School w a s  o k a y  today"; a d o l e s c e n t  is off task and says 
"I haven't tried to do e x e r c i s e s  like these for a long 
t i m e " .
Negative: Adolescent verbally indicates a n g e r , refusal or
d i s c o u r a g e m e n t  but not pain. N e g a t i v e  b e h a v i o u r  takes  
p r e c e d e n c e  o v e r  c o m p e t i n g  b e h a v i o u r s  e x c e p t  p a i n  
expression. Examples are: "I quit. I'm not doing anymore
of these s t u p i d  things"; "I'd like to see you do these";
"This is way too hard".
The matrix also includes the following parent antecedent 
behaviours :
Encourage copi n g : The mother verbally encourages coping
behaviour. For e x a m p l e , "That's good, you're trying v e r y  
hard"; "You'll get s trong if you k e e p  doing these";
"These e x e r c i s e s  don't s e e m  too h a r d , you should be ab l e
to do them without any difficulty".
Discourage coping : The mother verbally discourages coping
be h a viour. For e x a m p l e ,  "I think you're g e t t i n g  tired, 
don't do too m a n y  m o r e  or you m i g h t  h u r t  yourself"; 
"Doesn't it hurt"; "You must be exhausted", "Don't overdo 
it, you won't be able to walk later".
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Interaction: An attempt to initiate or maintain some type
of mutual contact. Verbal comm e n t s  which are neutral or 
descriptive. The adult in some way communicates verbally. 
For example: "How was school today"; "Do you want to get
s o m e t h i n g  to eat a f t e r w a r d s " ;  " H o w ’s your friend J a n e  
doing, I h a v e n ’t seen her lately".
R e q u e s t / C o m m a n d : Adult makes direct request or command.
R e q u e s t  m a y  be in the f o r m  of a q u e s t i o n  if the tone of 
the q u e s t i o n  s u g g e s t s  it is a request. For e x a m p l e :  
"Don't do it that way"; "Is that the w a y  you're s u p p o s e d  
to do it"; " M o v e  d o w n  a bit"; "You're not doing it
right, hold the weight in your other hand".
N o e £ £ £  n ^  e : No r e s p o n s e  is s c o r e d  is t h e r e  is no
r e s p o n s e  in any of the a b o v e  c a t e g o r i e s .  For e x a m p l e ,
adult sits q u i e t l y .
The m a t r i x  al s o  i n c l u d e d  the f o l l o w i n g  a d u l t  c o n s e q u e n t  
behaviours:
E n courage: The adult verbally encourages the antecedent
adolescent behaviour. The following are examples:
1) A d o l e s c e n t  c o m p l a i n s  of pain, m o t h e r  r e p l i e s  b y  
s a y i n g  " W h e r e  d o e s  it hurt?". Thi s  w o u l d  be scored p a i n  
expressio n - e n c o u r a g e .
2) A d o l e s c e n t  is on task, m o t h e r  says "you're do i n g  a 
great job". This would be scored as on task-encourage.
3) A d o l e s c e n t  is off task, m o t h e r  says "I t h i n k  that
you did m o r e  tha n  e n o u g h  a n y w a y ,  take a r e s t  now". This 
would b e 'scored as off task-encourage.
4) A d o l e s c e n t  is n e g a t i v e ,  m o t h e r  says "Yea, I t h i n k
this is a p r e t t y  s t u p i d  thing, w h a t  d o e s  it h a v e  to do
w i t h  your pain?". This w o u l d  be s c o r e d  as n e g a t i v e -
e n c o u r a g e .
D i s c o u r a ge : A d u l t  v e r b a l l y  d i s c o u r a g e s  a n t e c e d e n t
adolescent behaviour. The following are examples:
1) A d o l e s c e n t  e x p r e s s e s  pain, m o t h e r  r e p l i e s  "Oh c o m e  
on, I bet it doesn't h u r t  that mu c h ,  try to do a f e w  
m o r e . "  T h i s  w o u l d  be s c o r e d  as p a i n  e x p r e s s i o n -  
discourage.
2) A d o l e s c e n t  is on task, m o t h e r  says " I t h i n k  you've 
d o n e  enough, you m u s t  be tired". This w o u l d  be s c o r e d  as 
on task-discourage.
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3) A d o l e s c e n t  is off task, m o t h e r  says " W h y  don't y ou
try to do a f ew more". This w o u l d  be s c o r e d  as off task-
discourage.
4) A d o l e s c e n t  is n e g a t i v e ,  m o t h e r  says " C o m e  on, it's
n o t  s t u p i d ,  it'll do y o u  g o o d  to do s o m e  of t h e s e
exercises". This would be scored as negative-discourage.
Interaction: defined above
Request/Command : defined above 
No R e s p o n s e : defined above
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PERSONALITY INVENTORY 
For children
ADMINISTRATION BOOKLET
by ROBERT D. WIRT, Ph.D.
PHILIP D. SEAT, Ph.D. 
WILLIAM E. BROEN, Jr.. Ph.D.
Published by
6S5aaE5jSB2i
WESTERN PSYCHOLOGICAL SERVICES 
PUBUSHERS AND DISTRIBUTORS 
1M31 WILSHIRE BOULEVARD 
LOS ANGELES, CALIFORNIA 90025
A DIVISION OF M ANSON WESTERN CORPORATION
This inventory consists of statements about children and family re­
lationships.
DIRECTIONS; First fill in the information requested on the answer 
sheet; then read each of the statements in this booklet and decide 
whether it is true or false, as applied to your child.
Look at the example of the answer sheet shown 
at the right. In the example the mother decided 
that statement 25 was true as applied to her child 
and statement 26 was false as applied to her child.
Section of answer 
sheet correctly 
marked
Y N
T F
Ü25
26 I II r
I I I I
B
If a statement is TRUE or MOSTLY TRUE, as applied to your child, 
use a pencil to blacken between the lines of the column headed YT 
(Yes or True column. See 25 in the example). If a statement is FALSE 
or NOT USUALLY TRUE, as applied to your child, blacken between 
the lines of the column headed NF (No or False column. See 26 in the 
example).
In marking your answers on the answer sheet, be sure that the 
riumber of the statement agrees with the number on the answer sheet. 
Make your marks heavy and black. Erase completely any answer you 
wish to change. Do not make any marks on this booklet.
Copyright e  1977 by WESTERN PSYCHOLOGICAL SERVICES 
Wnt In rnnfnriiirMi in whni* iw in n»rt wiihoiii written oermissioh ot Western Psvchotoclcat Services.
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DO NOT M'AKE ANY MARKS ON THIS BOOKLET
My child learned to walk before he (she) was six 
years old.
 ^My child seems average or above average in intel­
ligence.
child is small for his age.
Sometimes I think I'm too easy with the child.
My child never talks to strangers.
My child tends to pity him (her) self.
My child often plays with a group of children.
My child usually kisses me before going to school 
°r to play.
■ child hardly ever smiles.
Others always listen when my child speaks.
My child has hit a school official (teacher etc.).
 ^^evcral times my child had complaints, but the 
•^Octor could find nothing wrong.
' ^thcr children often get mad at my child.
'-’suaiiy ray child kisses his (her) parents before . 
8oing to bed.
Ij. y .
' ^y. child hardly ever needs punishment.
I5,
’ child thinks others are against him or her for 
c^ial or religious reasons,
‘ ^ y child worries about things that usually only 
d^ults worry about.
%  child
17,
Î0.
was a blue baby.
 ^often wonder if my child is lonely. 
Usually my child takes things in stride.
My child has many friends.
y^ child is troubled by constant coughing.
My child is likely to take remarks the wrong way.
Li'Ule things upset my child.
25. My child keeps thoughts to him (her) self.
26. My child sometimes thinks he or she is someone 
else.
27. Often my child has to go to bed with a cold.
28. As a younger child, it was impossible to get my 
child to take a nap.
29. It has been a long time since our family has gone 
out together.
30. At one time my child was unconscious with an 
injury to his (her) head.
31. My child’s manners sometimes embarrass me.
32. My child has never mentioned his (her) heart racing 
or pounding.
33. My child seldom gets a restful sleep.
34. My child often tries to show off.
35. My child is always humming to him (her) self.
36. My child has had to have drugs to relax.
37. My child has usually been a quiet child.
38. At times my child has seriously hurt others.
39. My child has never had cramps in the legs.
40. My child has had a severe case of one or tnore of 
the following: measles, mumps, encephalitis (sleep­
ing sickness), chicken pox, scarlet fever, whooping 
cough, meningitis.
41. My child has a good sense of humor.
42. At times my child yells out for no reason.
43. My child sometimes sees things that aren’t there.
44. As a child, my child hit other children on the head 
with sharp toys.
45. My child often complains of being hungry.
46. My child is worried about sin.
47. Stuttering has been a problem for my child.
GO ON TO THE NEXT PAGE
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48. My child will beg until I give in.
49. The child's father has been fired from his job several 
times.
50. Other children don't seem to listen to or notice my 
child much.
51. My child is fairly helpful in doing chores around the 
house.
52. My child is rather unattractive.
53. My child is liable to scream if disturbed.
54. My child sometimes undresses outside.
55. My child hardly ever kisses me.
56. My child has little self confidence.
57. Certain foods make my child ilL
58. My child has no special talents.
59. Our family seems to enjoy each other more than 
most families.
60. My child usually undresses him (her) self for bed.
61. 1 often wish my child would be more friendly.
62. My child broods some.
63. My child could do better in school if he (she) tried.
64. My child can comb his (her) own hair.
65. My child never liked to be cuddled.
66. At times my child gets so excited you can't under­
stand his (or her) talk.
67. Often my child destroys other children's toys.
68. The child's father seems jealous of the child.
69. My child is usually rejected by other children.
70. My child seems to enjoy destroying things.
71. At times my child pulls out his (her) hair.
72. My child usually comes when called.
73. Now and then my child writes letters to friends.
74. I am afraid my child might be going insane.
75. My child sweats very little.
76. My child seems to delight in smashing things.
77. My child is over-confident in most things.
78. My child has trouble making decisions.
79. My child has had convulsions.
80. Thunder and lightning bother my child.
81. The school says my child needs help in getting along 
with other children.
82. Lately my child has shown interest in religion.
83. My child loves to hug and kiss.
84. My child often gets up at night.
85. Most of my child's friends are younger than he 
(she) is.
86. Eating is no problem for my child.
87. Others think my child is “easygoing”.
88. Sometimes 1 think my child’s memory has been lost.
»
89. There is a lot of swearing at our house.
90. I have found out my child has had sex play 
with the opposite sex.
91. My child never takes the lead in things.
92. My child often asks if 1 love him (her).
93. My child first sat up before he was one year old.
94. My child would probably take blame rather than lie.
95. My child changes moods quickly.
96. Other children look up to my child as a leader.
97. My child could ride a tricycle by age five years.
98. My child takes criticism easily.
99. My child sometimes gets angry.
100. My child often jumps into things without thinking.
101. My child sometimes hears things others don’t hear.
102. My child sometimes swears at me.
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'*3. ,vjy çi^jjçj jj worried about disease.
My child frequently complains of being hot even 
On cold days.
'*'5. My child’s behavior often makes others angry.
My child seems bored with schooL
The child’s parents are now separated or divorced.
My child gets exhausted so easily.
child belongs to a gang.
My child plays a musical instrument.
My child often expresses dislike for teachers.
My child tends to talk faster than he (she) can 
think.
"3.1can’t get my child to do his (her) school lessons.
•l4.
>15,
child stays close to me when we go out.
' Often my child goes about wringing his (her) hands. 
My child is sometimes cruel to animals.
>17.
>18.
(Recently my child has complained of eye trouble.
l^y child likes to build things from clay or sand.
‘ The child’s parents have broken up their marriage 
Several times.
Sometimes my child runs errands for me.
‘ Others think my child is talented.
>19,
>20,
>22.
>23,
2^y child is afraid of animals.
y^ child frequently has gas on the stomach (sour
stomach).
^y child is good at lying his (her) way out of
trouble.
' ^ y child often carries a cloth or doll for comfort.
child’s parents sometimes forbid the child to 
p lay  with certain other children.
>2?. ^
sometimes my child gets so excited he (she) can’t 
*>*®P at night.
>28. . .
/ *s not too unlikely that my child will stay in the 
o^usc for days at a time.
>24,
>25,
>25.
129. My child shows a lot of affection for a pet.
130. My child usually gets up without being called.
131. My child has had brief periods of time when he (she) 
seems unaware of everything that is going on.
132. My child often cheats other children in deals.
133. The child’s parents have to keep after him (her) to 
do his (her) chores.
134. My child is good at leading games and things.
135. My child is more nervous than most children.
136. My child’s feelings are hurt easily.
137. My child usually runs rather than walks.
138. My child sometimes irritates others with practical 
jokes.
139. My child never played peek-a-boo.
140. My child never worries about what others think.
141. Sometimes my child earns extra money by doing 
small jobs around the neighborhood.
142. The child’s parents try to be as permissive as pos­
sible.
143. My child likes to dress like older children.
144. Usually my child eats all the food on his (her) plate.
145. My child is different than most children.
146. A child has a right to disagree with his (her) parents.
147. Others have remarked how polite my child is.
148. My child has original ideas.
149. At one time my child had speech difficulties.
150. My child usually completes something once it is 
started.
151. My child is afraid of dying.
152. My child carries a weapon (knife, club, etc.).
153. Pestering others is a problem with my child.
154. My child believes in God.
155. My child can cut things with scissors as well as can 
others of his (her) age.
GO ON TO THE NEXT PAGE
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156. I feel I am very close to my child.
157. My child has never been elected to an office in a 
club or school.
158. My child doesn’t seem to care for fun.
159. My child often talks about how strong he (or she) 
is.
160. At times my child has hit and kicked me.
161. My child sometimes feels things that aren’t there.
162. Mistakes are often made by my child just because 
of hurrying.
163. My child worries about hurting others.
164. My child doesn’t seem to care to be with others.
165. My child seems to enjoy talking about nightmares.
166. Others have told me I baby my child.
167. My child has difficulty doing things with his (her) 
hands.
168. Several times my child has performed in front of a 
group.
169. Several times my child has asked if he (she) were 
adopted.
170. Often my child will sleep most of the day on a 
holiday.
171. Others think my child is mean.
172. My child often stays in his (her) room for hours.
173. My child seems to know everyone in the neigh­
borhood.
174. My child can cry one minute and laugh the next.
175. At times my child scratches his (her) face until 
it bleeds.
176. Voices sometimes tell my child to do things.
177. Often my child talks back to me.
178. My child has never had any paralysis.
179. My child would never take advantage of others.
180. My child will take the blame for others.
181. My child has to be coaxed or threatened before he 
(she) will eat.
182. My child has had an operation on his (her) head.
183. My child’s allowance is his (her) own to spend.
184. My child usually blames others for any trouble.
185. My child has more than three bowel movements 
a day.
186. My child can be left home alone without danger.
187. Starting school was very difficult for my child.
188. My child jumps from one thing to another.
189. My child is always talking about the future.
190. My child has been in trouble for attacking others.
191. My child seldom breaks rules.
192. How to raise the child has never been a problem 
at our house.
193. My child belongs to a club.
194. Several times my child has threatened to kill him 
(her) self.
195. My child usually doesn’t trust others.
196. My child seems too serious minded.
197. My child has more friends than most children.
198. My child cries if left home alone.
199. Often my child goes to the toilet outside the house.
200. Strength impresses my child.
201. My child often hits younger children.
202. My child has many friends of the opposite sex.
203. Often my child does things before thinking.
204. My child seems unhappy about our home life.
205. When my child gets mad, watch out.
206. My child seems shy with the opposite sex. .
207. My child never really forgives anyone.
208. My child really has no real friend.
GO ON TO THE NEXT PAGE
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child often tells jokes.
%  child often tattles (tells) on others.
y^ child has never been away from home at night.
 ^>^y child is as happy as ever.
Qlhcrs often remark how moody my child is.
>■ often argue about who is the boss at our house.
child could walk downstairs alone by age five 
y%rs.
Sometimes my child will go into a rage.
I \■ ‘^y child often complains that others don't undcr- 
him (her).
' ^y child has to be prevented from eating and drink- 
too much.
Yhe trouble with my child is a “chip on the shoul­
der."
Is
y^ child has very few friends.
' child loves to make fun of others.
' ^ y child likes to play active games and sports.
■ Others often remark how relaxed my child is.
' ^otnetimcs I worry about my child's lack of concern
forother’s feelings.
">Oshing is a problem for my child.
' Nothing seems to scare my child.
y^ child can wash him (her) self as well as other 
f^'ildrcn his (her) age.
I '
f^ten my child is afraid of little things.
'Oft
M'
my child smashes things when angry.
,/y child doesn’t seem to be interested in practical 
"^‘Ogs.
2 have often been embarrassed by my child’s sassi- 
'>«ss.
^y child tends to see how much he (she) can get
'^^ y with.
0thcrs think my child is a “cry baby”.
234. My child can’t seem to keep attention on anything.
235,
236.
237.
238.
239.
240.
241.
242.
243.
244.
245.
246.
247.
248.
249.
250.
251.
252.
253.
254.
255.
256.
257.
258.
259.
260.
My child has never been in trouble because of sex 
behavior.
My child almost never argues.
My child gives in too easily.
Playing with matches is a problem with my child.
My child often disobeys me.
The child’s mother frequently has crying spells.
My child cries when scolded.
My child is better than average at sports.
Falling down is a problem for my child.
The child’s parents are not active in community 
affairs.
My child likes to show off.
My child sometimes chews on his (her) lips until 
they are sore.
My child has never been spanked.
My child loves to rock back and forth when sitting 
down.
My child is a good loser.
My child loves to stay over night at a friend’s house
My child usually plays with older children.
The child’s father changes jobs frequently.
My child has a weight problem.
School has been easy for my child.
Others have said my child has a lot of “personality”.
Sometimes my child wets the bed.
My child goes to bed on time without complaining.
My child belongs to Boy Scouts, Girl Scouts or 
some younger branch of these organizations.
“Spare the rod, spoil the child” is a true saying.
My child can’t sit still in school because of ner­
vousness.
GO ON TO THE NEXT PAGE
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261. M y child has o lder b ro thers o r sisters.
262. I do not approve of most of my child’s friends.
263. My child vomits frequently after meals.
264. Constipation has never been a problem for my child.
265. My child tells of having the same dream over and 
over.
266. My child likes to “boss" others around.
267. Reading has been a problem for my child.
268. I sometimes “blow up" at the child.
269. My child doesn’t seem to have any fear.
270. Parents should be strict with their children.
271. My child is very jealous of others.
272. Five minutes or less is about all my child will ever 
sit at one time.
273. My child is often restless.
274. We seldom argue about religion at our house.
275. A scolding is enough to make my child behave.
276. My child seldom misses school because of illness.
277. Frequently my child looks under the bed before 
going to bed.
278. We frequently argue about money matters at our 
house.
279. My child often talks about the Devil.
280. Often my child sings around the house.
281. My child sometimes disobeys his (her) parents.
282. My child tends to doubt everything others say.
283. Usually my childs legs or arms are swinging.
284. Several times my child has been in trouble for 
stealing.
285. My child seldom complains of stomach aches.
286. Neither parent has ever been mentally ill.
287. My child takes sleeping pills to get to sleep.
288. M y child has never failed a grade in school.
289. If my child can’t run things, he (she) won’t play,
290. The child’s parents can’t seem to live within their 
income.
291. Others have remarked about my child’s unusual 
imagination.
292. I have heard my child swear at others.
293. The child’s parents are often out socially.
294. My child is in a special class in school (for slow 
learners).
295. At times my child has to be held down because of 
excitement.
296. Others think my child has a “know it all” attitude.
297. My child usually plays alone.
298. My child won’t go into the bedroom without some­
one else there.
299. Several times my child took money from home 
without permission.
300. Our family attends Church together.
301. My child often talks to him (her) self.
302. Affection is frequently shown in our home.
303. My child loves to work with numbers.
304. Usually my child sees good in everybody.
305. My child often talks about religion.
306. My child sometimes eats too many sweets.
307. My child has never been in trouble with the police.
308. My child often brings friends home.
309. My child could feed him (her) self fairly well by 
age five years.
310. My child seldom visits a doctor.
311. My child’s favorite stories are fairy tales or nursery 
rhymes.
312. The child’s father doesn’t understand the child.
313. Nakedness embarrasses my child.
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"L Dizzy spells arc no problem with my child.
' L My child usually falls right to sleep once in bed.
1 My child learned to count things by age six years. 
"L The child’s father drinks too much.
>18.
>19.
I have several times found my child masturbating 
(playing with self sexually.).
My child could print his (her) first name by age six 
years.
>20.
>2 1.
My child tends to brag.
My child doesn’t seem to leant from mistakes.
My child would rather be with adults than with 
children his (her) own age.
>23.
>24.
>25.
My child can’t seem to wait for things like other 
children do.
My child tends to be pretty stubborn.
My child rarely gets excited.
My child often asks questions about sex.
>28.
My child gets spanked about once a day.
My child seldom talks.
>29 X’ My child is constantly moving about. 
My child is very critical of others.
»I.
>>2.
i>>3.
!>1
My child seldom gets into mischief.
My child always does his (her) homework on time.
Sometimes during the night my child will crawl in 
>^ cd with me.
'4.' My child often vomits when getting a headache.
:>T
»8
i>29,
' My child is usually a leader in groups.
' Sometimes my child lies to avoid embarrassment 
punishment.
> have a terrible time getting my child to take a bath.
sickness is a problem with my child.
always worry about my child having an accident 
he (she) is out.
340.
341.
342.
343. 
3,44.
345.
346.
347.
348.
349.
350.
351.
352.
353.
354.
355.
356.
357.
358.
359.
360.
361.
362.
363.
364.
365.
Other children make fun of my child’s different 
ideas.
Our whole family seldom gets to cat together.
My child usually stays neat and clean.
Reading is my child’s favorite pasttime.
My child loves excitement.
My child is often ashamed of the family.
Often my child plays to hard.
The child’s father usually makes the important 
decisions at our house.
“Bad days’ are frequent with my child.
My child often visits art museums or attends con­
certs.
My child insists on keeping the light on while 
sleeping.
My child could be trusted to walk upstairs alone 
before he (she) was four years old.
My child seems to prefer adults to children.
Sometimes my child’s muscles twitch.
Much of my child’s time is taken up with art or 
music.
My child sometimes smears self and walls after 
going to the toilet.
Punishment is usually given by the child’s father.
My child never stays out too late at night
My child seldom if ever has dizzy spells.
Chewing fingernails is a problem for my child.
My child is dependent on others.
An interruption is likely to get my child angry.
A lot of my child’s suggestions as well as actions are 
very impractical.
During the past few years we have moved often. 
My child worries about talking to others.
My child never sleep walks.
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366. M y child first talked before he (she) was two years 
old.
367. My child gets com m on colds m ore often than most 
children.
368. My child will usually admit being wrong.
369. The child’s parents disagree a lot about rearing the 
child.
370. School teachers complain that my child can’t sit 
still.
371. Often my child locks himself (herself) in the bed­
room.
372. My child has some bad habits.
373. Several times my child has spoken of a lump in his 
(her) throat.
374. “Head in the clouds” describes my child.
375. We often have friends in for a social evening.
376. My child often wakes up screaming.
377. My child drools when eating.
378. My child has been with me since he (she) was bom.
379. Often my child will laugh for no apparent reason.
380. My child frequently has nightmares.
381. My child is often the center of attention.
382. My child almost never acts selfishly.
383. My child sometimes skips school.
384. My child is usually in good spirits.
385. The child’s parents are active in church.
386. My child seems fearful of blood.
387. My child is not as strong as most children.
388. My child seems more clumsy than other children his 
(her) age.
389. Others have remarked how self confident my child 
is in a group.
390. Others often remark how sensible my child is.
391. The child’s father seldom helps around the house.
392. My child loves to play in water.
393. Arguing is my childs biggest downfall.
394. My child seems to understand everything that is 
said.
395. My chUd will do anything on a dare.
396. My child always seems to have a cold.
397. At times my child just keeps on spinning around.
398. Sometimes the child’s father will go away for days 
after an argument.
399. Sometimes my child gets so nervous his (her) hands 
shake.
400. Skin rash has been a problem with my child.
401. I have often found my child playing in the. toilet.
402. The child’s father sometimes gets drunk and mean. 
'403. My child often plays sports.
404. My child sometimes becomes envious of the posses­
sions or good fortune of others.
405. Shyness is my child’s biggest trouble.
406. My child often talks in rhymes.
407. The child’s mother makes most of the important 
decisions in the home.
408. My child will do anything for a laugh.
409. My child is a healthy child.
410. My child thinks others are ploting against him 
(or her.)
411. My child has difficulty holding his (her) head up.
412. Usually my child gets along well with others.
413. The child’s parents do not get along with the 
neighbors.
414. My child seems eager to please others.
415. My child seems to have no shame.
416. Usually my child plays inside.
417. The child’s father seldom misses work.
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418. My child gets lost easily.
419. My child has the habit of picking, his (her) nose
until it bleeds.
I 420, My child has had asthma attacks. -
421. My child is put to bed early if he (she) disturbs the
rest of the family.
422. Often my child takes walks alone.
423. My child often has headaches.
; 424, The child's parents have set firm rules that must be 
j obeyed.
425
426,
427, 
428
429,
430, 
,431
432,
433.
434,
435.
Often my child will wander about aimlessly.
My child seems to get along with everyone.
My child is easily embarrassed.
My child is very popular with other children.
My child gets confused easily.
The child’s father dislikes his present job.
My child is almost always smiling.
My child has more accidents resulting in cuts, 
bruises, and broken bones than other children.
Several times my child has threatened to run away.
At times my child has difficulty breathing.
There is always a lot of argument at our dinner 
table.
43 5, 
437
' Others don’t understand my child.
' ^ly child plays with friends who are often in trouble.
3; X, .
4y child seldom has nose bleeds.
4)9,' My child often talks of loving someone much older.
440.
441.
442. 
443
4<t,
‘ >*arents should teach their children who is boss.
My child has never been expelled from school.
Sometimes my child acts like a clown.
My child loses most friends because of his (or her) 
temper.
t^tr house is alwaysm a mess.
445. My child whines a lot.
446. My child is shy with children his (her) own age.
447. My child doesn’t seem to feel pain like others.
448. My child was difficult to toilet train.
449.. My child wants a lot of attention when sick.
450. My child saves most of his (her) spending money.
451. The child’s mother or father have never been di­
vorced.
452. My child can count change when buying something.
453. Winning a game seems more important than the fun 
of playing to my child.
454. The child’s mother strongly dislikes housework.
455. My child has never run away from home.
456. My child needs laxitives.
457. My child shows unusual talent.
458. A mother’s place is in the home.
459. Speaking up is no problem for my child. •
460. I had an especially difficult time with temper tan­
trums in my child at an early age.
461. My child worries a lot about physical health.
462. My child can tell the time fairly well.
463. Sometimes my child comes home with tom clothes.
464. Sharing things has been no problem for my child.
465. Many times my child has become violent.
466. The child’s parents always discuss important mat­
ters before making a decision.
467. I have a problem stopping my child from eating 
everything.
468. The child’s mother can’t stand to stay home all day.
469. Murder and crime stories seem to be my child’s 
favorites. '
470. My child'insists on polished shoes.
471. My child can take a bath by him (her) self.
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472. My child smokes at home.
473. Recently my child has complained of chest pains.
474. The child’s father frequently “blows up’’ at the child.
475. My child sees strange things.
476. My child is shy with adults.
477. Before going to sleep my child needs a teddy bear 
or doll in bed.
478. Frequently my child argues with others.
479. I have heard that my child drinks alcohol.
480. There is seldom a need to correct or criticize my 
. child.
481. My child is rather absent-minded.
482. Others have remarked how pale my child looks.
483. My child bites his (her) fingernails or toenails.
484. The child’s father is home almost every evening.
485. My child repeats numbers and letters over and over.
486. My child is always telling lies.
487. Recently the child’s parents have argued with the 
school officials.
488. When talking my child often jumps from one topic 
to another.
489. By the age of five years, my child could dress him 
(her) self except for tying things.
490. My child most always tells me where he (she) is 
going to play.
491. The child’s parents seldom visit the school.
492. My child boasts about being sent to the principal 
in school.
493. My child never has fainting spells.
494. My child is crabby most of the time.
495. My child spends over fifteen minutes at a time 
combing his (her) hair.
496. Music lessons have to be forced on my child.
497. The child’s father is too strict with the child.
498. My child has as much pep and energy as most 
children.
499. Recently the school has sent home notes about my 
child’s bad behavior.
500. A  parent should try to treat a child as an equal.
501. My child often has unusual ideas.
502. My child will never clean his (or her) room.
503. Sometimes my child will put off doing a chore.
504. My child is able to keep out of everyday dangers.
505. My child often talks about death.
506. My child usually does just what you tell him (her) 
not to do.
507. My child has frequently been hospitalized.
508. My child likes parties.
509. My child always shows affection to me.
510. The child’s father gets along fine with the child.
511. Sex seems to concern my child more than others.
512. My child is usually rested after a good sleep.
513. My child has been difficult to manage.
514. Children should be seen and not heard.
515. Hardly a day goes by when my child doesn’t get into 
a fight.
516. My child often sits and reads the dictionary.
517. Others say our family is close.
518. Working puzzles is one of my child’s favorite 
hobbies.
519. Most of my child’s time is taken up watching tele­
vision.
520. Frequently my child has a high fever.
521. Sometimes my child’s room is messy.
522. I have seen my child laugh when others get hurt.
523. My child often talks of flying off into space.
524. Sometimes my child irritates me.
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Often my child tells fantastic stories.
The child's father is hardly ever home.
"7- My child is seldom short of breath.
Sometimes I don’t understand what my child means.
"7. My child usually feels sorry when he (or she) has 
butt others.
' My child is usually afraid to meet new people.
My child almost never needs punishing or scolding.
My child speaks of him (her) self as stupid or dumb.
My child could eat with a fork before age four years.
Often my child complains of blurring (blurred 
Msion).
There is a lot of tension in our home.
Several times my child has threatened to kill others.
"^ he child’s father spends very little time with the 
(hild.
\  f,
^y. child refuses to do anything around the house, 
child usually stays mad a long time.
' child needs help when going to the toilet.
' *''^ y child is adopted.
7*^y child runs around the house naked.
’ T^y child always insists on wearing clean clothes.
My child respects the property of others.
’ ^ y child seldom has back pains.
L ft
i ,/^quently my child will put his (her) hands over his 
'"^0 ears.
' "^he child’s father has very little patience with the 
; 'Mid.
552. My child wants to sit in the bath tub for hours.
553. The child’s father has held the same job for the last 
five years (or since marriage).
554. I have no trouble getting my child to bed at night.
555. My child often speaks of being smarter than others.
556. My child loves to read about murder and other 
crimes.
557. My child didn’t have colic as an infant.
558. My child learned to drink from a cup by age three 
years.
559. The child’s parents frequently quarreL
560. Often my child sets goals that are too high.
561. My child’s headaches usually start with a pain in the 
back of the neck.
My child needs protection from every day dangers. 552. 
My child has a terrible temper.
5 V
' My child daydreams quite a bit.
9 ,
’ is necessary for the child’s mother to work outside 
home.
Everything has to be. perfect or my child isn’t sat­
isfied.
563. The child’s parents belong to several clubs or com­
munity groups.
564. My child gets pneumonia almost every year.
565. Spanking doesn’t seem to affect my child.
566. Lately my child has had diarrhea a lot.
567. My child was a “planned" child.
568. My child talks a lot about his (her) size or weight.
569. My child tends to repeal everything (parroting).
570. My child has never had face twitchings.
571. My child was completely toilet trained by three 
years of age.
572. My child often will cry for no apparent reason.
573. Both parents enjoy children.
574. My child seldom talks about sickness.
575. My child tends to swallow food without chewing it.
576. My child will worry a lot before starting some­
thing new.
577. My child is afraid of strangers.
GO ON TO THE NEXT PAGE
131
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
578. My child has trouble swallowing.
579. My child had difficulty breathing at birth.
580. My child shows a lot of interest-in fire.
581. My child usually looks at the bright side of things.
582. My child is afraid of the dark.
583. Our marriage has been very unstable (shaky).
584. My child usually keeps his (her) mouth open.
585. My child often has crying spells.
586. My child often talks about the future.
587. My child never seems to have a goal.
588. Sometimes my child gets hot all over without 
reason.
589. Nothing seems to get my child upset.
590. Delivery of my child was with instruments.
591. Often my child will lick his (her)lips.
592. My child seems tired most of the time.
593. My child refused or couldn’t suck as an infant-
594. My child is exceptionally neat and clean.
595. Others have remarked how smart my child is.
596. My child takes illness harder than most children.
597. My child was a premature or over-due baby.
598. Money seems to be my child’s biggest interest.
599. My child goes on dates with the opposite sex.
600. Usually my child will sleep all night without 
awakening.
END
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Appendix I
PIC: Clinical scale descriptions
Lie scale: This scale is intended to identify a defensive
response set on the part of the respondent who tends to 
ascribe the most virtuous of behaviours and to deny minor 
commonly-occurring behaviour problems in the child being 
described.
F scale; This scale was constructed to identify possible 
deviant response sets, such as deliberate or unintentional 
exaggeration of symptoms or random responding because of 
an uncooperative attitude or poor reading ability.
Defensiveness s c a l e : This scale was constructed to
m easure the tendency of a parent to be defensive about 
their child's behaviour during an evaluation.
Adjustment scale: This scale was designed as a screening
d e v i c e  to i d e n t i f y  c h i l d r e n  who are in nee d  of 
psychological evaluation and as a general measure of poor 
psychological adjustment.
Achievement scale: This scale was constructed to assist
T n  the i d e n t i f i c a t i o n  of c h i l d r e n  w h o s e  a c a d e m i c  
achievement is significantly below age expectation though 
they may possess adequate intellectual capacity.
Intellectua1 screening s c a l e : This scale may be used to
identify children who have intellectual impairment and for 
whom .an individually administered intellectual evaluation 
is indicated.
Development sc a l e : High score on this scale suggest
deficits* in motor coordination, language skills, or 
c o g n i t i v e  f u n c t i o n s  that m a y  be r e f l e c t e d  in poor 
classroom performance.
Somatic concern scale: Elevation on this scale suggests
frequent concern with physical symptoms that generally 
have a functional etiology or functional component.
Depression scale: Though few children are given a primary
diagnosis of depression, it is a c o mmon component of 
psychological disturbance. This scale was designed to 
measure the importance of that component for a particular 
child, following the definition of depression in children 
formulated by the Group for the Advancement of Psychiatry 
(1966).
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Fa m ily r e l a t i o n s  s c a l e : This scale m e a s u r e s  f a m i l y
e f f e c t i v e n e s s  and cohesion. High scores m a y  i n d i c a t e  
p a r e n t a l  m a l a d j u s t m e n t ,  m a r i t a l  discord, u n h a p p i n e s s  in 
the h o m e , lack of appropriate discipline or appreciation 
for the rights of the child.
Delinquency scale: This scale correctly identifies 95% of
youths who are adjudicated delinquent from those who are 
no t .
W i t h d r a w a 1 s c a l e : This sc a l e  i d e n t i f i e s  c h i l d r e n  w ho
avoid social contact, desire .-to remain isolated, have few 
friends, and distrust o t h e r s ..
A n x i e t y  s c a le : T h i s  s c a l e  i n d i c a t e s  t h a t  a c h i l d
m a n i f e s t s  s y m p t o m s  of a n x i e t y  s u c h  as: l i m i t e d
f r u s t r a t i o n  t o l e r a n c e ,  e x a g g e r a t i o n  of p r o b l e m s  or 
c o n c e r n ,  w o r r i e s  w h i c h  r e f l e c t  p a r e n t a l  c o n c e r n s ,  
b e h a v i o u r a l  and p h y s i o l o g i c a l  c o r r e l a t e s  of anxiety, 
irrational fears and worries, and nightmares.
P s y c h o sis s c a le : T h i s  s c a l e  w a s  c o n s t r u c t e d  to
d i s c r i m i n a t e  c h i l d r e n  w i t h  p s y c h o t i c  s y m p t o m a t o l o g y  
fro m  normal, b e h a v i o u r a 1 ly d i s t u r b e d  n o n p s y c h o t i c , and 
retarded children.
H y p e r a c t i v i t y  scale : This scale was c o n s t r u c t e d  to
identify children who display characteristics frequently 
associated with the Attention Disorder with Hyperactivity.
Social ski1Is scale: This scale is composed of items that
reflect effective social relations in childhood; ability 
to lead and to follow, level of a c t i v e  p a r t i c i p a t i o n  in 
organized activities, self-confidence and poise in social 
situations, and tact in interpersonal relations.
Taken from Wirt & Lachar (1981)
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Appendix J;
Family Adaptability and Cohesion Evaluation Scale
135
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
FACES II ITEMS
by
David H. Olson, Joyce Portner, and Richard Beil
1. Family members are supportive of each other during difficult times.
2. In our family, It Is easy for everyone to express his/her opinion.
3. It is easier to discuss problems with people outside the family than with other 
family members.
T , >
-
-1;
4. Each family members has Input In major family decisions. ..
5. Our family gathers together In the same room.
6. Children have a say In their discipline. ' v' .
7. Our family does things together. - f  ^
8. Family members discuss problems and feel good about the solutions. .. . , v .;
9. In our family, everyone goes his/her own way. . ' ' -
10. We shift household responsblllties from person to person.
11. Family members know each other’s close friends.
12. It Is hard to know what the rules are In our family.
13. Family members consult other family members on their decisions.
14. Family members say what they want.-
15. We have difficulty thinking of things to do as a family.
16. In solving problems, the children's suggestions are followed.
17. Family members feel very close to each other.
18. Discipline is fair in our family.
19. Family members feel closer to people outside the family than to other family 
members.
20. Our family tries new ways of dealing with problems.
21. Family members go along with what the family decides to do.
22. In our family, everyone shares responsibilities.
23. Family members like to spend their free time with each other.
24. It Is difficult to get a rule changed In our family.
25. Family membes avoid each other at home.
26. When problems arise, we compromise.
27. We approve of each other’s friends.
28. Family members are afraid to say what Is on their minds.
29. Family members pair up rather than do things as a total family.
30. Family members share Interests and hobbles with each other. . .. _ ,
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I l  ANSWER SHEET | j ^
Family Social Science 
University of fvtlnnesota 
290 McNeal Hall 
St. Paul, t^lnnesota 55108
INSTRUCTIONS: Complete Part I completely, and then complete Part II. Please
answer a ll  questions, using the following scale.
1 2
ALMOST NEVER . ONCE IN A WHILE
PART I:
How Would You . Describe Your _ • 
Family Now? n ’
1. ■ ■ ■'■ ■■ , 2. ■
3
5
7
9
11
13
15
17
19
21
23
28
27
29
30
4.
6.
8.
lO’.
12.
14.
16.
18.
20.
22.
24.
26.
28.
3
SOMETIMES
4
FREQUENTLY 
PART 11 :
ALMOST ALWAYS
How Would You Like Your Family 
TO BE? i
31.
33.
35.
37.
39.
41.
43.
45.
47.
49.
51.
53.
55.
57.
59.
60.
32.
34.
36.
38.
40.
42.
44.
46.
48.
50.
52.
54.
56.
58.
1 3 7
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Appendix K
M e a n s ,  s t a n d a r d  d e v i a t i o n s  a nd t - v a l u e s  for c o p i n g  
subiects behaviour over the two sessions (n=10)
Var iable
Session 1 
Ü  SO
Session 2 
Ü  SO
Child Behaviours 
Pain Expression 1.00
1
1.33 .60 1. 08 .61
On-task ■87.40 3.95 86.00 5.66 1.21
Off— task 1.00 3.16 2.90 5.76 1. 93
Negative .60 .70 , .50 .97 .32
Parent Behaviours
Encourage coping .70 . 95 .60 .84 . 26
Discourage coping .70 .82 .80 1.03 .25
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Means, standard dev i a t i o n s  and t-values for non-copina 
subjects behaviour over the two sessions (n=10)
Var iable
Session 1 Session 2 
Ü  SD _L
Child Behaviours
Pain expression 4 .40 5.10 2.60 3.10 1.23
On-task 74.80 13.37 76.60 16.47 .61
Off-task 5.70 8.58 8.00 13.55 .30
Negative 5.10 4.28 2.80 4.24 1.27
Parent Behaviours
E n c o u r a g e c o p i n g 2.20 2.44 1.60 1.96 .72
Discourage coping 5.20 3.99 3.30 1.89 1.81
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